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EFFECTS OF WAR ON CHILD HEALTH* 


RICHARD W. B. ELLIS, O.B.E., M.D., F.R.C.P. 
Professor of Child Life and Health, University of Edinburgh 


The influence of any environmental factor on a growing 
organism must be measured in terms of the immediate effect 
produced and also of the ultimate effect on subsequent 
cvslagunent. When the growing organism is a child the 
matter becomes infinitely complex, since the health of the 
child is intimately bound up with his physical, intellectual, 
emotional, and moral development. The last of these is 
least accessible to scientific evaluation but is of profound 
importance in determining the child’s immediate and subse- 
quent adjustment to society. 

Furthermore, war conditions themselves are so fluid and 
variable that by their very nature they are ill-adapted to 
planned survey or statistical assessment. It will be clear, 
therefore, that my subject is one where the broad generali- 
zation, the clinical impression, and all the uncheckable 
quotations so anathematized in modern scientific medicine 
still hold pride of place. In saying this I have not lost sight 
of the many excellent surveys of children under war con- 
ditions which have in fact been carried out. But it is true 
in general that many of the effects of total war involving 
the child population will necessarily be unassessable. One 
has only to consider the unorganized movement of popula- 
tions and the disruption of civilian services and records for 
this to become plain. 

My own direct interest in the subject dates from the 
Spanish Civil War, when in 1937 I was brought abruptly 
into contact with the problems of large-scale evacuation of 
children from a city in a state of siege. During the succeed- 
ing ten years I have had the opportunity of seeing something 
of the effects of war on children in a dozen different 
countries, and of comparing the problems arising and the 
methods adopted for their solution. 

The particular points I wish to illustrate are these: the 
disruption of home and family life of the individual child ; 
the instability of his environment, varying from constant 
movement before an advancing army to evacuation under 
aerial bombardment; the lowered and often conflicting 


‘moral standards with which the child is likely to be brought 


into contact ; the commonest disease processes likely to 
affect the child; and the means taken to safeguard the 
welfare of particular childhood populations in countries 
at war. 

Broadly speaking, total war as it affects the child may 
be considered as an infectious disease: the first phase or 
period of incubation is that during which a peacetime 
economy is being rapidly turned over to wartime needs ; the 
second phase is the period of eruption or invasion, which 
is likely to be fulminating, when a rapidly moving front will 
result in mass movements of civilian refugees ; the third 


*An address delivered to the Royal Medical Society, Edinburgh, on 
Dec. 12, 1947. 





phase is the long-continued period of sickness represented 
by life under enemy occupation or aerial bombardment ; 
and, finally, we have the stage of convalescence, often pro- 
tracted and incomplete, which continues through the im- 
mediate post-war years. The individual child may succumb 
at any stage of the disease, and those that survive the 
period of convalescence may well carry the effects of the 
illness throughout their lives. 

The biological effects of the pandemic will also affect the 
race as a whole. Against the advantages of earlier marriage 
and reproduction which commonly result from war condi- 
tions must be set the prolonged separation of couples during 
the reproductive period, the rise in illegitimacy, and the 
increased number of divorces and broken homes. 

Periods of severe nutritional deprivation will result not 
only in a rising infant mortality but also in a lowered con- 
ception and birth rate. Thus in Rotterdam and The Hague, 
where there was a period of acute undernutrition affecting 
the whole population for a relatively short and well-defined 
period in 1944_5, it was calculated that 50% of the female 
population became amenorrhoeic, and that nine months 
later the birth rate was less than a third of the normal for 
the same cities (Smith, 1947). In Berlin the infant mortality 
rate in the British zone rose to well over 200 infant deaths 
per thousand live births between July and December, 1945 
—approximately four times the pre-war rate in Germany. 

But in spite of these large-scale disasters there is one 
feature of the recent war which personally I consider of 
the utmost social significance—namely, the attention paid 
to the protection of child life during the war years in almost 
every country involved. This was in marked contrast to 
conditions in the past, when children were to a large extent 
treated as members of the general civilian population, and 
were likely to be the first rather than the last to suffer during 
periods of prolonged deprivation. It may reasonably be 
argued that war conditions themselves have changed ; that 
the introduction of large-scale aerial warfare has directly 
involved the civilian population to an unprecedented extent ; 
and that the occasional sack and elimination of cities in 
the Middle Ages are more than counterbalanced by the 
systematic destruction of newborn infants and children 
which was practised in certain concentration camps. With- 
out questioning the validity of this argument, the fact 
remains that in most countries the importance of preserving 
child life was realized from the outset. 


Movement of Refugees in Spain 


I make no apology for. taking many of my illustrations 
from the Spanish Civil War. This is now an old story ; but 
while the conflagration in Spain was at first on a smaller 
scale it illumined many of the problems which were to 
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develop world importance later. As in every war, the 
movement of refugees in Spain was conditioned by a num- 
ber of different factois, including not only the movement 
of the front line but also the nature of the terrain—e.g., 
the relationship of agricultural land to the larger cities, the 
position of the sea coast, and the nature of the frontiers. 
Though not the first war in which aerial bombardment had 
been deliberately used against civilians, this modern weapon 
introduced new and unexpected factors into civilian 
behaviour. The picture was further complicated by the fact 
that the war was essentially a civil war, in which the 
presence of a fifth column introduced the atmosphere of 
mutual distrust and betrayal which was to prove perhaps 
the most degrading of all the attributes of war. 

The first movement of refugees—trekking by road and 
under shell-fire from the sea—was from the southern ex- 
tremity of Spain toward the north; the greater part of 
this mass movement was to Barcelona and the province of 
Catalonia, bordering the French frontier in the Pyrenees. 
With the evacuation of Madrid through the narrowing life- 
line linking the capital with any agricultural area, the 
refugee population in the north steadily increased, whilst 
living accommodation and food supplies as steadily deteri- 
orated. The number of refugees in this comparatively small 
province was subsequently swollen by the arrival of Basques, 
whose native province had been overrun, and later by an 
increasing number of Catalans who had been rendered 
homeless by the enemy advance. Ultimately, with the final 
defeat of the Republican Army, over half a million refugees 
poured over the Pyrenees into France. 

The clearest impression that remains after talking to many 
of these refugees while still in Catalonia is not so much of 
their often appalling living conditions, inadequate food, and 
lack of soap and fuel as of their complete insecurity and 
homelessness (Ellis and Russell, 1937b). Many women with 
young children had literally been on the road for weeks, 
while they knew they might be moved on at any moment to 
some other very temporary asylum. A small boy of 5, who 
arrived in Barcelona with forty others from a children’s 
colony which had just been machine-gunned, told me with 
pride that he had already been evacuated three times from 
the neighbourhood of an advancing army. I was to see him 
moved three more times before he finally reached France, 
though even here the prospect of his finding any permanent 
refuge was remote. A peasant woman from near Malaga, 
with an infant in arms and two other small children, told 
me that a fourth child of 5 had left her side during the 
first panic exodus from the south and had been lost in the 
stream of refugees on the road, and that she had never seen 
her since. 

Although many had left home with such household goods 
as they could carry or pack into carts, by the time they 
reached France their belongings had for the most part been 
lost, bartered, or stolen on the way. The few donkeys that 
remained were slaughtered for food in the final trek over 
the Pyrenees, while any valuables that had been retained 
were-requisitioned by the Sudanese troops guarding the con- 
centration camps in France or finally exchanged for food. 

My impression, and I can hardly call it more than this, 
is that the child can forget physical hardship (as distinct 
from deliberate cruelty) remarkably quickly, but that if he 
is brought up with no settled home that he can remember, 
no personal possessions, and no permanent friends he has 
a handicap which he can never completely overcome. This 
in essence is the lot of the refugee child. 

To consider a particular, and in many ways more fortu- 
nate, group of Spanish children in detail I must go back to 
the middle period of the Spanish Civil War. In 1937 the 
Basque country at the Atlantic end of the Pyrenees became 


a 
an active theatre of war. By May of that year the Main 
port, Bilbao, had been encircled by land and blockaded } 

sea, and in spite of the efforts of blockade runners fh: 
fishermen it was in a state of siege. Refugees escaping b 0 
boat or through enemy-occupied territory were stil] nea 
ing France, but there remained a large child-population in 
the city, which at that time was living almost entirely on 
rice, dried beans, cabbage, and 35 g. of black bread a day 
per head. Unlike the refugees from the south, who in the 
early days of the war had been shelled from the sea but 
had not been bombed or machine-gunned from the air, the 
inhabitants of Bilbao were having the first bitter taste of 
aerial warfare. Since Bilbao was almost entirely lacking 
in effective air-defence, it lay open to continuous air attack 
by day, and full use was made of this weapon in keeping 
the population in a constant state of disturbance and anxiety, 
Although the tonnage of bombs dropped on the city and the 
loss of life may appear trivial by comparison with what was 
to.happen later, the complete destruction of Guernica from 
the air was still fresh in the mind of every Basque, and 
had already shown how effective air‘attack could be against 
an unprotected civilian objective. 


Evacuation of Spanish Children to England 


It was at this time that the growing concern for the fate 
of Spanish children which was felt by many people in both 
Europe and America was expressed in England by an offer 
of the National Joint Committee for Spanish Relief to 
receive and support four thousand children from Bilbao 
until such time as they could safely return. Whilst this 
number of refugee children cannot be considered large by 
present standards, and indeed hardly touched the Spanish 
refugee problem as a whole, the venture can be taken as 
representing a considerable act of faith and something of a 
pioneer venture at the time it was undertaken. It must be 
remembered that it was allowed by the British Government 
only on the understanding that no expense should fall on 
public funds ; that the length of time for which the children 
were to be supported was quite unknown ; and that most of 
the lessons of large-scale evacuation of children had still to 
be learnt. Medical examinations in Bilbao were undertaken 
in circumstances which later became only too familiar ; but 
at that time it was a new experience to see the popula- 
tion orientated around air-raid shelters, schools closed to aid 
dispersal, and every normal activity continually interrupted 
by raids (Ellis and Russell, 1937a). 

After the inevitable delays, the children were embarked 
at night in an old passenger liner which had been gutted zs 
a refugee ship. Every available foot of space was utilized, 
children sleeping tightly packed on the floor of the saloons, 
in corridors, and in the hold. The ship was escorted across 
the Bay of Biscay by a British destroyer. 

The after-story of these children cah be told briefly, 
though it illustrates in miniature many of the effects of war 
on childhood and their repercussions. First, the possible 
spread of disease by refugee movement had to be guarded 
against. The main dangers which were feared were the 
introduction into England of typhus and trachoma. These 
fears proved to be exaggerated, and although two cases of 
trachoma were subsequently diagnosed no case of typhus 
occurred. 

The Commoner Diseases 

The diseases which were found to be of greater significance 
were typhoid fever, pulmonary tuberculosis, pediculosis, and 
scabies. In spite of a much more thorough medical examina- 
tion by the port medical authorities at Southampton than had 
been possible in Bilbao, a small outbreak of typhoid occurred 
in the tented camp into which the children were first drafted 
on arrival. This, however, was limited to five cases, and wa' 
rapidly controlled (Taylor, 1937; Gibson, 1937). 
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Tuberculosis 


Pulmonary tuberculosis continued to be a source of anxiety 
throughout the children’s stay in England, and a number of 
fatal cases occurred during the subsequent two years. — It is 
difficult to estimate how far war conditions were directly 
responsible, though there can be no doubt that the period 
of severe nutritional deprivation which both children and the 
accompanying adults had suffered and the crowded life in air- 
raid shelters would favour infection, and that their subsequent 
life in residential colonies would increase the likelihood of 
spread. 

The subsequent world war has also emphasized the increased 
mortality from childhood and juvenile tuberculosis; the two 
age groups most likely to be affected are children under 5 and 
adolescents. The figures given by the International Red Cross 
(Comité International de la Croix Rouge, 1947) for post-war 
Germany have been severely criticized as being grossly in- 
accurate (Hart, 1947), and indeed they might well be regarded 
as a classical example of “sentimental arithmetic”; but if 
we take those for Scotland, where aerial bombardment and 
destruction were minimal, the effects of war are even here 
clearly evident. Comparing the mortality from tuberculous 
meningitis in 1940 and 1941 with the 1938 figures, the increases 
in the 0-5 age group were 66 and 28% respectively, and in the 
15 to 25 age group 70 and 135% respectively. Although 1941 
proved the peak of the war years for the overall mortality from 
tuberculosis in Scotland, it must be remembered that in most 
countries in Europe conditions deteriorated rapidly between 
1941 and 1945, and in some they continued to deteriorate after 
the cessation of hostilities. There would be little question that 
the mortality and morbidity from tuberculous infection in the 
children of Europe as a whole seriously increased owing to 
war conditions, and in many countries is still a matter of the 
greatest concern. 

7 


Pediculosis and Scabies 


1 would say from ten years’ experience that these two so- 
called “ minor horrors of war” are in fact two of the major 
problems of war in dealing with a childhood population. In 
every country under war conditions there are likely to be lack 
of soap, lack of clothing, lack of hot water and washing facili- 
ties, and crowding in air-raid shelters. Add to these the closure 
of schools and the disruption of the school medical service, 
which are often inevitable, and it will be obvious that every 
factor favouring cross-infection and spread is present. The 
appalling incidence of typhus in the concentration camps in 
Germany is well known, and it was generally agreed that 
ambulant or mild cases occurring in children in Naples during 
the typhus epidemic in 1944 were an important source of spread. 
Had it not been for the magnificent work of the Typhus Com- 
mission in dusting the population of Naples, of which it was 
estimated some 50,000 were living in air-raid shelters, and the 
later large-scale importation of D.D.T. into Europe by Unrra 
(Sawyer, 1947), pediculosis might well have been responsible 
for a disaster having world-wide repercussions. 

Although the possible effects of scabies are less dramatic, 
the degree of misery which it can cause in an untreated popu- 
lation is very great. This was well seen amongst the Spanish 
refugees in concentration camps in France after the major 
exodus in Januarf, 1939, and could probably be paralleled 
wherever there has been mass refugee movement. Even in 
Holland, with its notoriously high standard of cleanliness, one 
of the major problems of relief work after the occupation 
was the treatment of scabies, particularly among children. 
Although I cannot give statistical support for this statement, 
several European colleagues have commented on the greatly 
increased incidence of osteomyelitis in childhood during the 
war and immediate post-war years, which was attributed as 
much to skin sepsis as to malnutrition. If this observation is 
correct it would suggest that scabies, as the principal cause of 
skin sepsis under war conditions, may have more far-reaching 
effects on child health than the primary infection would at first 
indicate. 

One further disease the local spread of which has been 
favoured by war conditions is malaria, which in spite of 


active antimalarial measures is still causing grave concern in 
Italy and the Balkans. An example of how it was dissemi- 
nated by refugee movement was seen in the autumn of 1939, 
when many of the Polish refugees entering Rumania were 
drafted into camps in the Dobrudja, a highly malarious area 
where a large proportion became infected (Ellis et al., 1939). 


Disruption of the Family 


That this is apt to occur with refugee movement is again 
well illustrated by the Spanish Basques; I have been able to 
follow the fate of many of these families over a period of 
ten years, and a typical example may be cited. At the time 
the Basque country was invaded, a number of countries, includ- 
ing France, Belgium, and Russia, were giving hospitality to 
child refugees. Although in the group selected for England 
an attempt was made to include so far as possible children 
from the same families, it happened in many cases that an 
older child was sent to a different country and a younger child 
remained with the mother. With the imminent fall of Bilbao 
many of the parents themselves escaped into France, thence 


- back into the Catalan province of Spain, and from there back 


again into France with the final fall of Republican Spain. In 
the mass entry of half a million Spanish refugees into France 
husbands and wives were forcibly separated and drafted into 
separate concentration camps. Those who for political reasons 
were unable to return to Spain under the new regime either 
remained in France or were able to leave France for Mexico, 
North Africa, or elsewhere. I was able in 1944 to visit in 
French North Africa the mother of two Basque girls who were 
still in England. At that time the mother had with her in 
Algeria two younger children; one son was in Russia, the 
father had died in a German concentration camp in France, 
and the son who had been with him had reached Mexico. Her 
own mother was destitute in Spain, whilst the two girls in 
England she had not seen for seven years. 

Although it was possible for the great majority of the four 
thousand children who came to England to be reunited with 
one or other parent within two years in Spain, France, England, 
or elsewhere, there remained a considerable number whose 
parents were untraceable, were dead, or were political prisoners, 
or who were separated from their parents and remained in 
England for a much longer period. In the case of younger 
children who were 5 or 6 years old on arrival, the difficulty 
of maintaining a working knowledge of their own language 
was often considerable. Although at first all had been main- 
tained in Spanish-speaking groups, every effort had been made 
to encourage English foster-parents to take an interest in indi- 
vidual children, and when England was herself involved in war 
a number of children were adopted into English homes. There 
was the further complication that some of the parents were 
purely Basque and not Spanish-speaking or were illiterate, so 
that even when their whereabouts were known the children 
inevitably tended to become more and more out of touch with 
them. 

Even within the microcosm of this small group, therefore, it 
was possible to see how soon children separated from the 
parents might acquire a completely different outlook and way 
of life, and even lose the capacity for writing or speaking the 
same language. Where children become separated from their 
parents before the age of 5, as happened in innumerable cases 
during the recent war, all these difficulties are infinitely magni- 
fied. The infamous policy of “ Nacht und Nebel,” by which 
the identity of parents and children was deliberately obliterated, 
was designed, amongst other objects, to make reunion of parents 
and chiidren impossible, and was only too successful. The 
work of the International Red Cross and the Tracing Bureau 
of Unrra and the Allied Military Government after the libera- 
tion of the concentration camps in Europe was beset with 
insuperable difficulties where young children were concerned. 
That even some measure of success was achieved is a high 
tribute to those responsible for producing some sort of order 
out of the chaos left by war. 


Enemy Occupation 


The life of the child in a country suffering enemy occupa- 
tion is lived under conditions which require the recognition, 
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if not the observance, of two completely different standards 
of behaviour. There is the code laid down by the occupying 
Power, which demands collaboration by the civil popula- 
tion and the unmasking of saboteurs ; there is at the same 
time the code of the patriot, who regards sabotage and even 
terrorism as a duty and to whom the informer is a traitor. 
The example I have in mind, and with which I am most 
familiar, is that of Belgium ; but I fully realize that the 
child of Jewish parents in Palestine may have been in essen- 
tially the same predicament. The parents and those most 
respected no longer represent the forces of law and order 
but are ranged against them. The child is required to bear 
a burden which has broken many an adult back. He must 
outwardly adopt a standard laid down by an enemy whom 
it is his duty to hate, since failure to conform may en- 
danger not only himself but his immediate family ; at the 
same time he will earn the admiration of his contemporaries 
by running counter to this standard and undermining 
authority in any way he can. 

I do not wish to exaggerate or over-dramatize this situa- 
tion. Indeed, from talking to many Belgian children of the 
“gang” age I was forced to the conclusion that the situa- 
tion had been widely used as play-material, and that pin- 
pricking of authority when a spice of danger was added 
was not by any means alien to their inclination. The 
smuggling-in of potatoes from the country, the dropping of 
a lighted cigarette-end into a German overcoat pocket in a 
crowded tram, or even the insertion of a pinch of sugar into 
a military petrol tank all demanded ingenuity and received 
approval. An attempt to suppress the Scout movement 
resulted in an unprecedented increase in membership during 
the German occupation. Probably the children who suf- 
fered most were those whose parents were suspected of 
being collaborators. Nevertheless, there can have been few 
older children who were not affected to some extent, con- 
sciously or unconsciously, by the atmosphere of anxiety and 
distrust which prevailed. Since arrests were frequent, and 
an increasing number of able-bodied men were transported 
into Germany for forced labour, many families were dis- 
membered and large numbers of children were cared for in 
children’s colonies and orphanages. 

Again, it is impossible to assess the permanent effects 
which such a period of enemy occupation will have on 
children who have experienced it during their formative 
years. But the fact that use of the black market became 
universal and virtually the means by which the civilian 
population could survive (Ellis, 1945), and that innumerable 
means of subverting authority became not only widespread 
but respectable, inevitably rendered difficult a return to 
normal standards of social behaviour. It speaks highly for 
the quality of the Belgian people that within three years of 
the liberation life in Belgium is as normal as it is at present ; 
but there is nevertheless an appreciable difference between 
the social standards in any country which has suffered pro- 
longed enemy occupation and those of a neutral country, 
such as Switzerland, which has not known the deprivations 
and subterfuges which such an occupation entails. 


Aerial Bombardment 


Child health in a country suffering prolonged and inten- 
sive aerial bombardment will be considered from the point 
of view of the secondary effects that aerial warfare will have 
on the organization of the community rather than from that 
of loss of life directly due to enemy action. These effects 
may be related to three major factors: evacuation of 
children from the danger areas to reception areas; the 
introduction of a rigid black-out ; and conditions of life in 
air-raid shelters. 


—_——— 
Evacuation of Children 

Evacuation of children from vulnerable areas to 
tion areas was carried out on the largest scale and was Most. 
highly organized in England and Wales, and since the diffi. 
culties involved are well known I need only briefly recalj _ 
a few points germane to our present subject. The official 
history of what must be regarded as a major triumph of 
civilian organization is told in the Report on the State of 
Public Health during Six Years of War (Ministry of Health 
1946), one of the most interesting documents which these 
years produced. Before the declaration of war, plans had 
been made for the evacuation of some three million Persons, 
including young children accompanied by their mothers, 
expectant mothers, unaccompanied school-children, blind 
deaf, and crippled children and adults. : 

Needless to say, this mass movement of an urban popula. 
tion into predominantly rural areas involved innumerable 
minor and some major difficulties. It was a rude awaken. 
ing to many of the families who received evacuees into their 
homes to find what low standards of living still existed jn 
certain sections of the community. Since the first evacy. 
ation took place at the end of the school holidays more 
children were found to be verminous than if they had been 
under regular school supervision, and the large-scale organi- 
zation of inspection and cleansing facilities was necessary, 
In many reception areas the school population was so much 
increased that the buildings had to be used in shifts, and 
children could spend only half the day in school. . 

The unaccompanied school-children who were evacuated 
fell into three obvious classes: those who were fortunate 
in their foster-homes and who rapidly became adapted to 
their altered circumstances ; the misfits ; and the unblllet- 
able. Of the first group little need be said except that their 
position was rather less stable than that of normal children 
in their own homes and that some loss of contact with the 
parents was inevitable; these children suffered relatively 
little, and many benefited physically from their changed 
environment. The child who was a misfit, usually owing to 
being billeted on foster-parents with different standards 
from those of his own parents, became an _ increasing 
problem. If the first foster-home were not a success, the 
child was liable to arrive at the second with the feeling that 
he was unwanted, and the scales were heavily weighted 
against a successful adjustment to new surroundings. With 
each subsequent move the difficulties became greater; 
delinquency, truancy, enuresis, or other behaviour disorders 
more or less directly due to the instability of his back- 
ground were finally apt to bring him into the group of 
children who could not be billeted in private homes. This 
last group, of whom enuretics formed a high proportion, 
required special handling in children’s colonies. As might 
be expected, the results achieved in these colonies varied 
very greatly, depending to a large extent on the quality of 
the house-mother and staff. In some instances the group- 
ing together of children whose main need*was usually indi- 
vidual attention and affection resulted in their condition 
deteriorating. In others, children were found to adapt 
themselves to community life organized on family lines 
better than they had done to a foster-home wher€ the foster- 
parents had not had the understanding or devotion neces- 
sary for their proper care. Many of these more successful 
colonies have been retained since the war for the care of 
problem children referred by education authorities and 
child-guidance clinics. N 

Infants and pre-school children were so far as possible 
kept with their mothers, but with the intensification of aerial Tt 
bombardment and the recruitment of women into war work | 
there was an increasing necessity for the setting-up of 
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day and residential nurseries. In the case of day nurseries 
there was general agreement that these fulfilled a valuable 
function, and that such increase of infection as occurred 
was outweighed by their advantages. Residential nurseries 
were a much more serious problem, since these had for the 
most part to be housed in country mansions, often quite 
unsuitably constructed, or in day-nursery schools, which also 
had not been built with the sanitation necessary for residen- 
tial homes. Except for a.few serious outbreaks of gastro- 
enteritis, however, the infection rate was much less than had 
been originally feared. The psychological effects of com- 
munity life on these “ infants without families ” have been 
made the subject of an interesting monograph by Burling- 
ham and Freud (1943). 


Black-out ;. Air-raid Shelters 


Black-out—While children of all ages suffered the 
minor discomforts of the black-out which were universally 
familiar, the life of the older child was radically changed 
during the winter months. He had either to remain entirely 
indoors after five o’clock on moonless nights or to wander 
about in complete darkness. The mounting number of 
street deaths during black-out hours made most parents 
prefer the former, with the result that the majority of 
children were largely cut off from youth organizations and 
other normal evening activities. Lack of parental control, 
as was inevitable in the case of evacuated school-children, 
was apt to lead to juvenile delinquency after school hours, 
and there can be no doubt that the black-out, coupled with 
the presence of great numbers of troops of different nation- 
alities, was partly responsible for the many sexual offences 
against children and young adolescents which occurred. 

Air-raid Shelters—tIn spite of the measures taken for 
evacuation many children remained with their parents in 
danger areas, while some reception areas were also subject 
to air attack. An idea of the child population of London 
in 1944 can be gathered from the fact that over half a mil- 
lion children left in the organized evacuations which were 
restarted when flying bombs were first utilized against the 
city. During the periods of intense bombardment choice 
lay between children sleeping every night in crowded air-raid 
shelters or being roused from sleep and taken down to the 
shelters when the alarm was given. In any case, loss of 
sleep over long periods, overcrowding in a vitiated atmo- 
sphere, continual contact with adult anxiety, and the risk of 
cross-infection were inevitable. More thoughtful parents 
have complained that one of the worst features of this and 
other forms of overcrowding during the war was that every 
anxiety had’ to be discussed before children, and that cir- 
cumstances made respect of personal privacy impossible. 


Nutrition 

The starvation conditions which occurred in central 
Europe after the 1914-18 war served to focus attention on 
the vulnerability of infants and young children in periods 
of nutritional deprivation: relief work was largely concen- 
trated on children and expectant mothers, whilst the 
scientific study of deficiency diseases occurring among the 
childhood population was largely responsible for clarifying 
the aetiology of rickets and famine oedema. The blockade 
which was carried on after the signing of the armistice in 
November, 1918, served to increase the already high infant 
mortality and permanently crippled many of the children 
who survived. 

The humanitarian reaction to this was the formation of 
the international Save the Children Fund, and the endorse- 
ment by many Governments of the Declaration of the Rights 
of the Child, which included amongst other provisions that 
the child must be the first to receive relief in times of dis- 


tress. Needless to say, when war again broke out in Europe 
blockade was immediately used, and I repeatedly heard the 
view expressed in this country during the Spanish Civil 
War that it was in the last analysis a humane weapon, since 
starvation of the civilian population would bring the war to 
an end relatively quickly. The argument was used less 
glibly during the subsequent world war, since blockade and 
submarine warfare proved a double-edged weapon ; I do not 
propose to discuss the somewhat tortuous rationalization 
of the view quoted except to say that the main premise 
was proved untrue. In every country involved the length of 
time for which nutritional deprivation cou'd be endured 
proved far longer than was generally imagined, and it is 
doubtful if starvation was in any instance the crucial factor 
in determining defeat. This does not mean, however, that 
starvation as a war weapon was without profound effect. 
But many of its cruellest repercussions are seen only 
after the cessation of hostilities, and I think a reasonable 
case might be made out for regarding blockade and the 
systematic destruction of food supplies as the surest method’ 
of producing a further. war within a generation. 

Although by the time of the Second World War the lesson 
had not been learnt that it is a short-sighted policy to kill or 
starve other peoples’ children, every nation had at least 
realized that it was essential to protect its own. The means 
by which the nutrition of children was safeguarded naturally 
varied from country to country according to local condi- 
tions, and in some was much more highly organized than in 
others. But certain general principles were almost univer- 
sally followed. 

Dispersal of children from large industrial areas into rural 
districts served not only to protect from air attack but also 
to take the child to the food rather ¢han the food to the 
child. In many instances the principle of dispersal was 
carried further, and children were transported from war 
areas to neutral countries such as Switzerland, or to coun- 
tries such as America and Canada which, though belliger- 
ent, were remote from devastation. Whilst the deepest 
appreciation of this hospitality was felt by the countries to 
which it was shown, the numbers of children received were 
of necessity only a very small proportion of those in Europe 
as a whole. With the increasing strain on shipping it be- 
came less and less practicable to transport children by sea, 
and the sinking in the Atlantic of a liner filled with children 
put an end to any large-scale evacuations by this route. 


The great majority of children, therefore, had to be fed 


‘within war areas where food supplies ‘were reduced and 


where at the same time maximum efficiency was demanded 
both of industrial workers and of military personnel (either 
of the country concerned or of the occupying power). The 
fact that priority rations, particularly of milk, were in 
almost every instance allocated to children and pregnant 
women is again an index of the importance attached to the 
preservation of child health. Thus in Belgium, when the 
official rations for adults provided only 1,230 calories a day 
(1941-2) those for children of 3 to 6 provided 1,500 calories 
and those for infants under 3 actually more than their 
estimated requirements (Ellis, 1945). 

Communal feeding of school-children was widely prac- 
tised, both as an economy in the distribution of supplies 
and often as a necessity owing to shortage of domestic fuel 
or to facilitate release of women for war work. This 
method was not always practicable in cities where schools 
were closed owing to aerial bombardment, but as a general 
rule it was found much the most equitable means of dis- 
tributing food to the school-age group. In Great Britain 
the provision of school meals and milk was undoubtedly one 
of the most successful measures adopted for the welfare of 
children during the war years, and was carried out in spite 
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of the difficulties of inadequate accommodation, reduced 
staff, and limited transport in rural areas. 


National Milk Scheme 


One further measure which was worked out with singular 
success in Great Britain was the National Milk Scheme, 
which made milk available to priority groups at an econo- 
mic price or free in necessitous cases. This is now taken 
so much for granted that the fundamental importance of the 
measure is apt to be forgotten unless it is viewed in some 
historical perspective. Even under peacetime conditions 
the consumption of milk by children of the lower, and 
sometimes even of the higher, income groups fell consider- 
ably short of the optimum. With the reduction in available 
agricultural labour and the unreliability of transport during 
the war, the difficulties of supplying clean milk in adequate 
amount to the childhood population became multiplied. 
The production of a standard national dried milk was then 
put into the hands of commercial firms having the necessary 
plant, and the price and distribution to infants were con- 
trolled by the Government. In addition, a priority distribu- 
tion of liquid milk was made to older infants and expectant 
mothers at considerably less than the standard retail price, 
and dried or liquid milk was distributed in schools. There- 
fore, although both the quantity and the quality of milk 
available in the country deteriorated owing to war condi- 
tions, the National Milk Scheme resulted in infants being 
ensured an ample supply of absolutely safe milk, and 
children and pregnant women a more uniformly adequate 
amount of liquid milk than the majority had received before 
the war. The same general principle of priority distribution 
to these groups was adopted in most European countries, 
and though this inevitably meant that others had to go short 
the principle was a eatin accepted as the right one. It 
is an interesting reflection on the social conscience that it 
required a national emergency to put it into practice. 
Forewarned by the experience of the 1914-18 war and 
aided by the great extension of knowledge of deficiency 
diseases which had been made since that time, widespread 
provision for distribution of vitamin supplements to infants 
and young children was made by most Governments, sub- 
stitutes being provided for the normal sources where these 
were not available. It cannot be said that the “take up” 
of these supplements in Great Britain was satisfactory, but 
there is little evidence that the incidence of rickets (British 
Paediatric Association, 1944) or infantile scurvy was signifi- 
cantly increased. In fact, in countries which have suffered 
much greater deprivation than has Great Britain the relative 
rarity of manifest deficiency disease in childhood, other than 
rickets, which in Hungary increased alarmingly in 1945 
(Kerpel-Fronius, 1947), is in marked contrast to the state of 
affairs in Central Europe in the early nineteen-twenties 
(F.A.O.-W.H.O., 1947). The main nutritional needs of 
children in Europe at the present time are calories and 
“protein. 
Nutritional Surveys 
Any attempt to give an overall picture of the nutritional 
state of children in even a single country is apt to be so 
misleading, and the accounts of different observers so con- 
tradictory, that the layman is naturally confused and 
puzzled by the lack of concrete evidence available. Having 
been hypnotized during the past twenty years into believing 
that human nutrition is an exact science, and having seen 
teams of nutritionists descend like locusts on hungry 
Europe, he is left to glean most of his information from 
official statements about calories or from the impressions of 
visiting journalists. It is worth whi‘e, therefore, to consider 
a few of the difficulties which are presented by nutritional 
surveys and their interpretation. 


In the first instance the central administrator is concerned 
with the amount of food coming into or being produced 
within the country and its distribution as rations. Of the 
food coming in there will be a variable leakage into the 
black market which may assume very large proportions. 
Similarly the official returns for food produced within the 
country will inevitably differ widely from the reality, par. 
ticularly in the case of a country under enemy occupation, 
Add to this the fact that some of the perishable food distri. 
buted will be inedible when it reaches the consumer, that 
some will be wasted in packing, preparation, and cooking, 
and that some of the rations will never in fact be supplied, 
and it will be seen that the chances of error when the officiaj 
rations are compared with the food eaten are very consider- 
able even when a standard percentage is allowed for 
wastage. 

The child himself, on the other hand, is concerned 
primarily with what goes into his mouth. If he is cold 
and badly clad he is likely to want more food than he 
normally would ; if he is ‘sick he may want less. However 
hungry he may be, his appetite is likely to be affected to 
some extent by the palatability of the food and whether it 
is adequately cooked. Surveys have been undertaken on 
the basis of food actually eaten by individual children over 
a given period, but even under peacetime conditions these 
are extremely laborious, and where homes are liable to be 
broken, mothers employed on war work, or children 
evacuated the difficulties of their large-scale application to 
a childhood population are increased. The method has, 
however, been usefully employed on selected communities 
even during the war years (Bransby and Wagner, 1945), 
One such study undertaken in 1939 (Widdowson, 1947) 
served to illustrate the very large variation in the food intake 
of normal children: except in a closed community, such 
as a children’s colony or orphanage, the standardization of 
rations in a country at war would probably be offset by 
the composition of the family group, access to the black 
market, home production of food, or other factors tending 
to maintain this variation in food intake between individual 
children. Indeed, when the official rations have fallen very 
low it has repeatedly been noticed that the possession of an 
allotment or articles that can be bartered may make the 
difference between borderline starvation and reasonably 
good nutrition. As would be expected, the nutrition of 
children in agriculturai districts even in countries most 
affected by war has usually been found higher than could 
possibly be accounted for by the official rations. 

A point that has hardly received the attention it deserves 
in nutritional studies made on older children and adolescents 
under war conditions is the possible effect of severe nutri- 
tional deprivation on the age of onset of puberty. There is 
good reason to believe that starvation may delay puberty, 
and it is known that more mature children will on the 
average be both heavier and taller than immature children 
of the same age. There is also a significant difference in the 
rate of increase in height and weight during successive phases 

of development (Ellis, 1946, 1948). If, for instance, it was 
desirable to compare the heights and weights of 14-year- 
old girls in a German school to-day with those of a similai 
group of 14-year-olds from the same school in 1938, the 
comparison would be much more informative if the 
maturity-composition of each group—i.e., the percentage 
immature, pubescent, and adolescent—were known, and 
comparisons made between groups who were both the same 
age and at the same stage of development. In the absence 
of routine maturity-grading in school medical examination 
it is very seldom possible to make retrospective comparisons 
on this basis. The practical result has been that priority 
rationing has been related to chronological age rather than 
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to physiological development, and many children ceased to 
get supplements at the phase of development-—when extra 
food was most needed. 


Assessing the Nutrition of the Individual Child 

In Europe this problem is not so much that of distinguish- 
ing optimum nutrition at one end of the scale or manifest 
deficiency disease at the other, but in deciding where the 
child should be placed in the wide region of suboptimal 
nutrition which divides the two. Innumerab!e formulae 
have been suggested, based on physical measurements, per- 
formance tests, and the like, their very number indicating 
the inadequacy of any one. It is interesting historically to 
remember that the American Relief Administration in 
Austria after the war of 1914-18 based its relief on the 
selection of children according to two formulae constructed 
by von Pirquet. The nutritional index used—namely, the 
cube root of ten times the weight in grammes divided by the 
sitting height in centimetres and multiplied by a hundred— 
showed on subsequent tests that whilst the error in estima- 
ting the sitting height was up to 5 cm, a difference of 1 cm. 
might cause a child to be placed in or out of the mal- 
nourished group (Faber, 1923). 

Since this time the value of the haemog'obin, of physical 
performance, and of muscle tone in assessing nutritional 
status has been more clearly recognized ; attempts have been 
made to standardize the measurement of subcutaneous 
tissue ; the biochemist has added his contribution in estima- 
ting vitamin levels and saturation, blood pyruvic acid, phos- 
phatase, and the like; the cornea has been examined for 
vascularization, and night vision has been tested. But 
despite the punching of innumerable cards and the clatter 
of concatenations of calculating machines it is still largely 
left to the clinician to decide what is or is not a mal- 
nourished child. I need not labour the fallacies of unaided 
clinical appraisal: this has now become almost a credo of 
medical education. But I would emphasize once again 
the difficulty of assessing the effect of malnutrition on 
subsequent development. ._A short-term loss of weight can 
usually be made good ; but long-continued deprivation may 
result in retardation of growth or infantilism, which will 


| partially mask, on a single examination, the degree of mal- 
nutrition from which the child is suffering. ~This difficulty - 


cannot altogether be overcome by the use of standard 
height—weight—age tables, particularly when these have been 
prepared from normal children of a different race. It is 
only the long-term study of individual children which can in 
the analysis tell us the ultimate effects of such malnutri- 
tion as has been the result of the war years. 


Conclusion 


It would be only too easy to end on a note of disillusion 
and despair. We have widespread evidence in Europe of 
unrest, bitterness, disease, and destitution among those who 
suffered as children in the early war years and are now 
approaching manhood. But I feel rather that the experience 
of the recent war can give us certain grounds for hope. 
The general recognition that children must be preserved at 
any cost, the good will that alone made possible the evacu- 
ation of children from danger zones, and the equal distribu- 


| tion to children of rations on a scale which made the already 


heavy burden of the adult community even harder to bear 
all point to a new understanding of the child’s importance to 
society. These may seem small advantages to set against 
the havoc and chaos occasioned by war. But they are 
certainly symbolic of the new spirit which has entered into 
the protection of child life and health. This is becoming 
less and less a' matter of sentiment or charity and increas- 
ingly one of vital concern. The fact that every country 


has put children first instead of last when survival was at 
stake is surely an omen for the future, and we can only 
hope that this at least of what has crystalized in the crucible 
of war may not be lost in the uncertain years which lie 


ahead. 


Part of the subject matter of this address was included in a Mayo 
Foundation Lecture delivered at Rochester on July 21, 1947. An 
abstract of this was published in ihe Proceedings of the Staff 
Meetings of the Mayo Clinic, 1947, 22, 441, and I am indebted to 
the editors for permission to republish it in more extended form. 
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OBSERVATIONS ON RATIONING IN 
TUBERCULOSIS 


BY 
R. Y. KEERS, M.D., M.R.C.P.Ed., F.R.F.P.S. 


Medical Director, Red Cross Sanatoria of Scotland 


Investigations into the adequacy of the diet of ‘tuberculous 
patients carried out during the earlier war years (Ross, 
1943 ; Keers, 1945) seemed to confirm the official view that 
the dietetic restrictions imposed by rationing had exercised 
no deleterious effect and that the patient’s nutrition had 
been maintained at a level high enough to enable him to 
combat his disease successfully. In those investigations the 
average gain in weight was used as an index of the nutri- 
tional state of the patient, although it was recognized that 
this method did not provide full information regarding 
possible dietetic deficiencies such as mild degress of avitami- 
nosis. The years 1938 to 1942, as they affected the patients 
in certain Welsh sanatoria and a Scottish sanatorium, were 
covered, and the figures produced indicated that on the 
whole the average gain in weight recorded was no less than 
in the years preceding the outbreak of war. 

The investigation has recently been reopened and extended 
at Tor-na-Dee Sanatorium, as it was felt that during the 
past two years the average gain in weight had been less 
satisfactory—an impression which it was cogsidered neces- 
sary to confirm or refute by a detailed examination of the 
weight records. The method of investigation adopted was 
that which was used in the previous publication. Each 
patient in the sanatorium is weighed once a month, and the 
gain or loss in weight during the preceding month is noted. 
These gains and losses throughout the patient population, 
added together and divided by the number of. patients 
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weighed, give the change in weight of the average patient 
for that month. This average monthly variation has been 
plotted in graphs showing the variations for the years 1938 
to 1942 (Chart 1) and the years 1943 to 1946 (Chart 2). 
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Cuart 2.—Monthly variations in weights of all patients, 1943 to 1946. 


A survey of these graphs shows that during the years 1940 
and 1942 the average gain in weight was well up to the: 
standard of pre-war years, but that from December, 1940, 
there was a steady decline which lasted until May, 1941, 
when there was an average gain of 1 Ib. (453 g.) throughout 
the sanatorium. This was followed by a further decline 
in June and July before the normal upward trend was 
resumed in August. In searching for a possible explanation 
of the decline it was noted that the final month of 1940 and 
the first three months of 1941 saw a fall in the meat ration 
from 2s. 2d. weekly to 1s. weekly, at which level it remained 
until it was finally stabilized at 1s. 2d. weekly in July, 1941. 
Furthermore, in May, 1941, cheese, previously an accept- 
able and freely used alternative to meat, was rationed for 
the first time. The initial allowance was 1 oz. (28 g.) weekly, 
and this wag raised to 2 oz. (56 g.) in June and to 3 oz. 
(85 g.) in July. It is felt that these two rationing measures 
must have played a part in the loss in weight noted at that 
time, for, although substitute fare was available, it did not 
make the same appeal to the palate, and a period of re- 
adjustment was necessary before the weight of the average 
patient showed a satisfactory upward trend. During the 


early months of 1942 the gain in weight was poor until Mav 
when it rose more sharply and continued to climb steagi respondec 
throughout the remainder of that year. Here again j§now faile 
should be noted that the cheese ration was increased jyfrequired | 
stages from the end of May, 1942, reaching its maximyggyears 194 
of 8 oz. (226 g.) in July of ‘that year, where it remaingg collapse ‘ 
until January, 1943, after which it declined gradually jgf with the | 
3 oz. in May, 1943. The reduction to 3 oz. weekly coin.) = The fig 
cides with an average loss of weight during May, June, ang} pulmonar 
July, 1943, from which one is again tempted to Postulate vale to r 
a period of readjustment to altered diet, followed by 4 the patien 
gradual recovery. No further notable fluctuation in basic in the ab 
commodities took place until March, 1945, when cheese fejj cause Opt 
to 2 oz. weekly, followed in May by a reduction of 1 gz. in} ; 
the bacon ration. 

The position with regard to unrationed foodstuffs deter 
orated steadily throughout the years under review, poult 
and even the humble rabbit becoming increasingly scarce 
until from 1944 onwards a meal of poultry for the sana 
torium was practically unobtainable. best-docu 

During 1944 a further factor entered into the picture} (Faber. ! 
owing to the increasing numbers of Service personnej} tuberculo 
admitted and the gradual elimination of civilian patients} War W4S 
Thus at the end of 1944 the ratio of civilian to Service cases} tein in th 
was 2: 1, at the end of 1945 it was 1 : 2, while by the end} the total 
of 1946 our patients were drawn entirely from the Services} protein a 
Practically all these were admitted from Service hospitals,! severely. 
where they had been enjoying a scale of rations consider-| in the ™ 
ably more generous than that allowed in civilian huspitals,) importan 
The result of this change was that the majority of these was reco} 
patients lost weight after admission, in contrast to their} powered 
civilian precedessors, whose initial response to treatment) from the 
was usually a substantial gain. This loss in weight is of 
course reflected in the graphs for the later years. 

Apart from this influx of Service cases other factors 
which might be considered to have a possible bearing on 
the subject remained relatively constant throughout the 
course of the investigation (see accompanying Table). 
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The sudden alteration in sex ratio noted in 1946 is due to 
the fact that by that time the sanatorium was reserved 
entirely for Service or ex-Service personnel, in which natur- 
ally the male element predominated ; but it is not con- 
sidered that this change has had any notable bearing on the 
investigation as a whole. 

Policy regarding treatment remained the same throughout ae _ 
—collapse therapy, including major surgery, being alway3{ society o 
available and being freely used where indicated. Clinically§ “is some 
the proportion.of moderately advanced and advanced cases} ‘© its be 
admitted remained constant until September, 1945, when — 
owing to the great demand for accommodation, it becamef can play : 
necessary to practise some selection of material; andf he is wo 
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from that time onwards very advanced cases were not pgm 
admitted. deauthh i 

It is universally accepted that an adequate diet is neces-§ year, and 
sary for the treatment ‘of tuberculosis, and a satisfactor ee 
gain in weight is regarded as one important indication off \.~ Wo. 
the patient’s progress while under treatment. During the} the State, 


past three or four years it has been our impression that thé} becoming 
healing of the pulmonary lesion has been a slower proce$ an — 
and that an infiltration which would previously hat DS  eeubd 
» | work. V 

services ¢ 
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responded to a period of rest in bed and sanatorium regime 
now failed to show such response, collapse therapy being 
required on an ever-increasing scale. The records for the 
years 1940 to 1946 were inspected and the amount of 
collapse therapy carried out during those years calculated, 
with the results shown in the Table. 


The figures suggest that the impression of less satisfactory 
pulmonary healing is correct, and it would appear reason- 
able to regard the stringent dietetic restrictions to which 
the patient has been subjected as an important causal factor 
in the absence of clear-cut evidence pointing to any other 
‘cause operating on a general basis throughout the sana- 
torium. It is much more difficult to assess the degree to 
which the curtailment of a specific element in the diet has 
been responsible ; for experimental evidence of the part 
played by protein, carbohydrate, or fat in influencing resis- 
tance to tuberculosis is scanty and inconclusive. It is worth 
mentioning, however, that one of the most interesting and 
best-documented studies of nutrition and tuberculosis 
(Faber, 1938) adduces evidence to show that the rise in 
tuberculosis mortality in Denmark during the First World 











| War was associated particularly with a deficiency of pro- 


tein in the diet. In Britain it has been possible to maintain 
the total calorie intake by the use of carbohydrates, but the 


} protein and fat content of the rationed diet has suffered 


severely, and the weight graphs suggest that the fluctuations 
The 
| importance of adequate protein for the tuberculous patient 
was recognized in America, where Ration Boards were em- 
powered to grant extra meat allocations to patients suffering 


Summary 


Observations on the weight records of sanatorium patients 
during the years of rationing show that from 1943 onwards the 
average patient failed to show a gain in weight comparable with 
the gains recorded in pre-rationing years. 

This failure to gain weight satisfactorily was accompanied by 
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a diminution in the powers of natural healing of the disease. 

It is impossible on the evidence to indicate definitely the 
specific elements lacking in the rationed diet, but there is a 
suggestion that the curtailment of protein and fat (meat and 
cheese) may be of significance. 
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Sir Andrew Davidson, Chief Medical Officer of the Department of 
Health for Scotland, gave an address to the Royal Philosophical 
Society of Glasgow on Jan. 14. ‘“‘ Health,” said Sir Andrew, 
“is something more than not being ill. A man cannot enjoy life 
to its fullest capacity if his diet is inadequate. Medical research 
will establish dietetic needs. He will be emotionally unhealthy if 
his work is too exacting or insufficiently varied—industrial psychology 
can play a part here—and he cannot enjoy optimum mental health if 
he is worried by economic insecurity and the constant dread of 
unemployment.” He said that sickness cost the nation some 7% 
of its total annual income; that even before the war the work lost 
through illness reduced our national income by some £100 millions a 
year, and the cost of treatment amounted to a figure of a dimension 
of £185 millions. At present the expenditure on prevention of disease 
was only 44% of the total cost of sickness. Therefore, while sick- 
ness was a misery to the individual it was also a considerable loss to 
the State, both in production and in finance. As a nation we were 
becoming at once more health-minded and broader in our outlook 
on social health, Sir Andrew concluded. Instead of crying, “ Can 
we afford some new service ?” we were now tending to realize that 
we could not afford ill-health and the resulting loss of productive 
work. We were beginning to realize that expenditure on preventive 
services and on health research paid an enormous dividend. 
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GENERALIZED INFECTION WITH THE 
VIRUS OF HERPES SIMPLEX 


BY 
R. H. KIPPING, M.B., Ch.B. 
AND 


A. W. DOWNIE, M.D., D.Sc. 


Professor of Bacteriology, Liverpool University ° 


Our knowledge of infection with the virus of herpes 
simplex has been greatly increased by observations made 
within recent years. Dodd, Johnson, and Buddingh (1938) 
showed that stomatitis in children was often a herpetic 
infection, and this work was confirmed and extended by 
Burnet and Williams (1939), by Scott, Steigman, and 
Convey (1941), and by Black (1942). Herpetic stomatitis is 
usually a primary infection occurring during the- first six 
years of life, and antibodies to the virus of herpes simplex 
appear during convalescence (Burnet and Williams, 1939 ; 
Scott et al., 1941). These primary infections are often 
associated with fever and some general constitutional dis- 
turbance, and groups of cases may occur in families 
Scott et al., 1941). After the primary infection in child- 
hood persons seem to carry the virus for years and may 
suffer from recurrent attacks of labial herpes, although 
these subsequent manifestations are milder and are associ- 
ated with relatively trivial symptoms. Primary infection 
in adults appears to be relatively uncommon, and while 
those who are liable to recurrent attacks of labial herpes 
invariably have a high titre of antibodies to the virus in 
their serum, those who have no history of herpetic infection 
possess no such antibody (Burnet, 1946). 

Although the virus of herpes simplex has become so 
adapted to parasitism in the human host that it causes a 
relatively mild illness in the primary infection and for the 
most part remains latent in the host thereafter, primary 
infection is occasionally more severe. Fatal encephalitis 
due to the virus of herpes simplex has been recorded in 
an infant | month old (Smith, Lennette and Reames, 1941) 
and in three adults (Zarafonetis et al., 1944; Whitman, 
Wall, and Warren, 1946). In these instances the virus was 
recovered from the brain at necropsy. Armstrong (1943) 
isolated the virus of herpes simplex from the cerebrospinal 
fluid of a 14-year-old negro boy who was:suffering from 
meningo-encephalitis ; an increase of herpetic antibody 
was demonstrated in the boy’s serum during convalescence. 
Symptoms of meningo-encephalitis were also noted by 
Warren, Carpenter, and Boak (1940) in a group of patients 
who suffered from herpetic infection following fever 
therapy induced by physical methods. 

Primary generalized herpetic infection in adults associated 
with severe constitutional symptoms would, however, 
seem to be very rare, and the following case is reported be- 
cause it presented an unusual problem in clinical diagnosis. 


Case Record 


N., a motor engineer aged 37, a subject of plethoric build 
but of the type that never ails anything, made a business trip to 
Denmark and Sweden in August and September, 1946, and 
returned to this country on Oct. 3. On Oct. 15 he felt unwell, an 
event so unusual that he stayed at home from his work. On 
the 18th he sought medical advice because of backache, which 
distressed him more than his dirty foul tongue and throat and 
repeated vomiting. He was sweating profusely, witha tem- 
perature of 102.6° F. (39.2° C.) and pulse 120. There were no 
physical signs in the chest and nothing in the abdomen to 
warrant surgical intervention. The urine was not examined. 
Tentatively a diagnosis of virus influenza was made and he was 
given garg. pot. chlor. cum phenol for the mouth and throat 
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and mist. bism. sal. for the gastric irritability. The next day 
(Oct. 19) his vomiting was less troublesome, but the temperature 
remained at 102° F. (38.9° C.), the stools were frequent and 
loose, and he complained bitteily of the backache. On Oct. 21 
he said he was better except for the backache, vomiting had 
ceased, the temperature was 99° F, (37.2° C.), but the bowe!s 
were still loose. As an afterthought he showed five “ spots ” on 
his hands and feet. Four of these were deep in thick skin, with 
amber heads surrounded by deep crimson areoles about 1 cm. 
across. 

Examination of the rest of his skin showed a number of 
small septic papules such as are commonly seen on sebor- 
trhoeic skins under intense sweating, but the five vesicles 
mentioned were distinct and without any obvious explanation. 
Clinically the picture now appeared to be alastrim or variola 
minor. This diagnosis was supported by the prodromal dis- 
comfort lasting three days, the high initial temperature falling 
on the fourth day, severe backache for four days, and the 
distribution and character of the vesicles. The history of over- 
seas travel suggested a possible source of infection and an 
incubation period of 12 days or longer. The case was therefore 
notified to the local medical officer of health as variola. This 
action produced three further clinical opinions—one for and 
two against the diagnosis of smallpox. Those against had no 
alternative diagnosis to offer other than “a septic state,” and 
at no time was the true nature of the illness suspected. It 
should be recorded that the Ministry of Health’s expert was 
definitely against the notified diagnosis. Because of the diver- 
gence. of opinion a specimen of the patient’s blood and fluid 
taken by swab from one of the vesicles was sent to the 
laboratory for examination ; crusts and smears from the lesions 
were also sent four days later. 

Inquiry into the patient’s past history showed that he had 
been successfully vaccinated at the age of 10, and it was later 
ascertained that there was no history of previous herpetic 
infection. 


Laboratory Investigations 


A sample of clotted venous blood and a swab which had 
been moistened with the contents of one of the vesicles was 
received in the laboratory on Oct. 23. The blood serum failed 
to show variola antibody, a result which was considered of no 
diagnostic significance at this stage of illness. The material 
on the swab was insufficient for serological examination for 
variola antigen, and as fertile hens’ eggs at a suitable stage of 
development were not available at this time the swab was 
placed in the refrigerator for examination at a later date. 

Two small crusts and smears on glass slides were received on 
Oct. 28. No elementary bodies were seen in stained smears, 
and extracts of the crusts gave a negative result by complement- 
fixation test for variola antigen. It was considered, however, 
that the crust material was insufficient in amount for this result 
to be regarded as conclusive, and the extract was inoculated on 
the chorio-allantois of two 12-day chick embryos. At the same 
time the swab of vesicle fluid received on Oct. 23 was extracted 
with broth and the extract inoculated on two further mem- 
branes of developing chick embryos. After three days’ further 
incubation all four eggs showed on the chorio-allantcis 
numerous small raised opaque lesions about 1 mm. in diameter. 
That these lesions were due to a filtrable virus was shown by 
the finding that a suspension of these membranes was bacterio- 
logically sterile, and subsequent tests showed that filtrates 
through a Chamberland L2 candle and a gradocol membrane of 
A.P.D. 0.725« were infective for the chorio-allantois of chick 
embryos. Although the lesions were smaller than those usually 
produced by variola virus in this tissue (Downie and Dumbell, 
1947) this was considered to be due to the large number of 
lesions present, and, as the virus of chicken-pox and zoster 
produce no change on the chorio-allantois of the chick embryo, 
the result of the test was provisionally (and wrongly) reported 
as positive for variola virus.* 

Subsequent histological examination of the lesions on the egg 
membrane failed to show the cytoplasmic inclusions typical 
of variola infection, but degenerative nuclear changes suggestive 








* See British Medical Journal, 1947, 1, 807; and 2, 395. 
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made by chorio-allantoic inoculation of mixtures of egg 
membrane suspension with antivaccinal and with normal rabbit 
serum showed that the virus (“_N” virus) was not neutralized 
by the antivaccinal serum—a result which, taken with the 
histological appearance of the lesions, indicated that the virus 
isolated from the patient was not variola. 


Identification of the Virus 


The “N” virus was transferred repeatedly 6n the chorio- 
allantois, and after six or seven transfers had become wel} 
adapted to this tissue. The lesions did not increase in size, but 
0.1 ml. of a 1 in 1,000 dilution of the supernatant fluid from an 
infected membrane ground up in 5 ml. of broth regularly 
produced several hundred discrete lesions. Histological exami- 
nation of the membranes after fixation in formol-Zenker 
showed intranuclear inclusions which ranged in appearance 
from a finely granular acidophilic variety surrounded by a clear 
unstained zone to a type of inclusion which was homogeneous 
and faintly basophilic and filled the entire nucleus. In all 
affected cells the chromatin was displaced to the periphery of 
the nucleus. The appearances conformed closely to the 
description by Slavin and Berry (1943) of nuclear inclusions in 
the lesions produced by herpes simplex virus in mice. 


Early attempts to produce lesions by intradermal inoculation 
on the pads of guinea-pigs were unsuccessful, but virus from 
the tenth egg passage produced a vigorous “take” by this 
route and also on intradermal injection of the shaved hairy 





skin. Virus from the first and tenth egg membranes produced 
fatal encephalitis when injected intracerebrally in mice, and in’ 
two of four rabbits inoculated on the scarified cornea tiny 

vesicles appeared along the lines of scarification within 24 © 
hours. Material from the seventh egg passage produced an | 
acute orchitis after intratesticular inoculation in a rabbit. 


In view of these considerations it seemed possible that the 
agent isolated was the virus of herpes simplex. A strain of 
herpes simplex virus, kindly supplied by Dr. Andrewes, of the 
National Institute for Medical Research, produced lesions on 
the chorio-allantois similar in appearance both macroscopically 
and microscopically to those produced by the “ N” virus ; the 
possibility that the “N” virus was a strain of herpes simplex 
was further strengthened by neutralization tests made with 
human sera, using the chorio-allantoic technique (Burnet and | 
Lush, 1939). Sera from three persons with past histories of | 
recurrent herpetic infection suppressed infection of the chorio- | 
allantois by both viruses, while sera from three persons with 
no such histories failed to reduce the number of lesions pro- 
duced by either virus. 


Antisera to the two viruses were prepared by the immuniza- 
tion of rabbits. Both viruses produced orchitis when ‘injected 
intratesticularly, and a week later virus was injected intrader- | 
mally and subcutaneously. After a further interval of a week | 
virus was injected intraperitoneally, and the animals were bled 
six days after this last injection. The sera were inactivated by 
heating at 56° C. for 20 minutes before being used in neutraliza- 
tion tests. Serum obtained from the rabbits before immuniza- 
tion contained no neutralizing antibody to either virus, and 
was uséd to control tests with the immune sera. Table I 





TasLe I.—Lesions Produced on the Chorio-allantois by Mixtures of 
: Rabbit Sera and Viruses 











Rabbit Sera “*N ” Virus Herpes Simplex Virus 
Normal aa .. | 550, 740, 1,000, 1,000 | 1,000, 700, 360, 1,000 
Immune “‘ N” ‘a S @&°¢@ 6 = & @& 2-8 
Immune herpes “3 0, 0, 0, 0 a, =. & &- @ 








The figures indicate the number of lesions on individual membranes. 


shows the results of the cross-neutralization tests with the tw 
viruses and their antisera. It seems quite clear from thest 
results and from its. behaviour on the chorio-allantois and it 
pathogenicity for animals that the virus isolated from tk 
vesicle fluid and from the crusts of the patient was a strain @ 
herpes simplex virus. 
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Development of Antibody Following Illness 


The occurrence of herpetic infection in the course of a 
febrile illness is not uncommon when the fever itself is due to 
infection with some other agent. The patient, however, had 
no history of previous herpetic infection ; the stomatitis and 
the subsequent appearance of the lesions on hands and feet 


nized. More general application of the techniques of virus 
investigation in the diagnosis of obscure febrile illnesses 
associated with vesicular eruptions may be expected to 
extend our knowledge in this field. The virus of herpes 
simplex can be isolated from human material by inocula- 
tion on the cornea or nictitating membrane of the rabbit’s 

















Tas_® II.—Results ef Four Separate Tests of Neutralizing Power of Sera from Patient N. against “ N” and Herpes Simplex Viruses 
aan. | Herpes Simplex Virus 
ee = 
ie Sh : | 3 4 | | 2 | a 

Broth 250 |__| >1,000, > 1,000, > 1,000 N.T. N.T. | >1,000, >1,000 N.T. 34, 36 

Serum A. | 190, 160, 275 | 230, >1,000, >1,000 | >1,000, >1,000, >1,000 | 509, 620 | >1,000, >1,000 >1,000, >1,000 | 32, 33, 37| 930, 975 
Serum N | 36043, ey 0,0 0,0 3,7 0, 0 6,0,0 | 0,0,0 
Serum NI 36, 42, 40 200, 45, 60 770, 855 116, 136| 390,500 —_ | >1,000, >1,000, >1,000 | 10, 13, 18 | 51, 67, 45 
Serum N2 0, 1, 0 0,0, 0 67, 73, 210 | 01,0 | 6, 19 106, 26, 19 2, 4,0 | 17, 5,7 














Figures indicate number of lesions produced on the chorio-allantois by mixtures of sera and viruses. 


N.T. = Not tested. Serunt A = Control serum containing no antibody. Serum D = Control serum containing high-titre antibody. Serum N1 = Serum 


from patient 7 days after onset of illness. Serum N 


suggested a generalized infection with herpes simplex virus 
rather than a localized herpetic infection complicating another 
acute infective condition. Evicence in suppo:t of the primary 
nature of his herpetic infection was obtained by examination 
of serum taken on the seventh day of illness and again after 
his recovery 35 days later. These two specimens of sera were 
examined for neutralizing antibodies against the patient’s own 
virus and against the strain reccived from Dr. Andrewes. With 
each test there were included two human sera—one from a 
person liable to’ recurrent attacks of herpes and known to con- 
tain antibody, and the other from a person with no history of 
herpetic infection and devoid of neutralizing antibody. The 
results of four neutralization tests made by chorio-allantoic 
inoculation are shown in Table II. 

lt will be seen from Table II that, while some antibody had 
appeared in the patient’s serum by the seventh day of his ill- 
ness, after recovery the antibody titre of his serum was very 
much increased—a finding which supports the view that his 
illness was a primary herpetic infection. 


Discussion 


The outstanding feature of the case was the failure to 
recognize the nature of the patient’s infection on clinical 
grounds. The general picture was suggestive of a mild 
variola in a previously vaccinated individual; the diag- 
nosis of systemic infection with herpes simplex virus was 
not considered, as such cases have not often been recorded 
in the literature and are probably not of frequent occur- 
rence. No mention is made of generalized herpetic infection 
in the differential diagnosis of smallpox in the textbooks 
of Price (1941) and Conybeare (1946). Once the diagnos's 
had been established it seemed that the significance of the 
severe stomatitis from which the patient suffered had not 
been duly appreciated. 

Widespread herpetic eruptions superimposed on eczema 
and chronic dermatitis have been reported both in children 
and in adults (Thomas, 1941 ; Wenner, 1944; Barker and 
Hallinger, 1947), and virus studies have shown that at 
least some instances of the clinical condition referred to 
as Kaposi's varicelliform eruption are due to the same 
agent (Barton and Brunsting, 1944; Lane and Herold, 
1944; Lynch et al., 1945). In most of these patients, how- 
ever, the herpetic rash was confined to areas of skin affected 
by the dermatitis. In the case reported above there was 
no such previous skin affection, and the distribution of the 
lesions suggests a dissemination of the virus by the blood 
stream. 

The variety of clinical manifestations due to infection 
with herpes simplex virus has been increasingly appreci- 
ated in recent years, and it appears that this virus has 
greater pathogenic potentialities than is generally recog- 


2 = Serum from patient 42 days after onset of illness. 


eye (Steigman and Scott, 1942), but the susceptibility of the 
chorio-allantois of developing hens’ eggs makes this tissue a 
convenient alternative medium for the isolation of the virus. 


Summary 


A case of generalized infection with herpes simplex virus is 
described. The symptomatology and course of the illness 
simulated mild smallpox, but this diagnosis was not supported 
by the evidence of laboratory tests. Herpes simplex virus was 
isolated from the patient’s skin lesions, and examination of the 
blood for antibodies supported the diagnosis finally reached. 


REFERENCES 


Publ. Hlth. Rep. Wash., 58, 16. 
J. Amer. med. ASss., 


Arch. Derm. Syph., 


Armstrong, C. (1943). 

Barker, L. P., and Hallinger, E. S. (1947) 
135, 149. 

Barton, R. L., and Brunsting, L. A. (1944). 


Chicago, 50, 99. 

Black, W. C. (1942). J. Pediat., 20, 145. ‘ 

Burnet, F. M. (1946). Virus as Organism, p. 47. Harvard Univ. 
Press, Cambridge, Mass. 

-—— and Lush, D. (1939). J. Path. Bact., 48, 275. 

— and Williams, S. W. (1939). Med. J. Austral., 1, 637. 

Conybeare, J. J. (1946). Textbook of Medicine, 8th ed., p. 50. 
Livingstone, Edinburgh. ‘ 

oo, :" Johnson, L. M., and Buddingh, G. J. (1938). J. Pediat., 
12, 95 


Downie, A. W., and Dumbell, K. R. (1947). J. Path. Bact., 59, 189. 
Lane, os and Herold, W. C. (1944). Arch. Derm. Syph., Chicago, 
50, 396. 
Lynch, F. W., Evans, C. A., Bolin, V. S., and Steves, R. J. (1945). 
Ibid., 51, 129. ah 
Price, F. W. (1941). A Textbook of the Practice of Medicine, 
6th ed., p. 152. Oxford Univ. Press, London. 

Scott, T. F. M., Steigman, A. J., and Convey, J. H. (1941). J. Amer. 
med. Ass., 117, 999. 

Slavin, H. B., and Berry, G. P. (1943). J. exp. Med., 78, 321. 

Smith, M. G., Lennette, E. H., and Reames, H. R. (1941). Amer. J. 
Path., 17, 55. 

Steigman, A. J., and Scott, T. F. M. (1942). Lancet, 1, 761. 

Thomas, C. C. (1941). Arch. Derm. Syph., Chicago, 43, 817. 

Warren, S. L., Carpenter, C. M., and Boak, R. A. (1940). J. exp. 
Med., 71, 155. 

Wenner, H. A. (1944). Amer. J. Dis. Child., 67, 247. 

Whitman, L., Wall, M. J., and Warren, J. (1946). J. Amer. med. 


Ass., 131, 1408. 
D., Smadel, J. E., Adams, J. W., 


Zarafonetis, C. J. > 
Haymaker, W. (1944). Amer. J. Path., 20, 429. 


and 


On Jan. 14 Lord Horder, Chairman of the Empire Rheumatism 
Council, gave a lecture demonstration at the Department of Rheu- 
matism of the Royal Free Hospital. The cases were presented to 
Lord Horder by the Registrars to the Unit, Drs. Chalmers and 
Lush, and were cases picked from the Unit’s wards for their general 
medical interest. A case of myelomatosis was presented first, and 
Lord Horder stressed the relation of this condition to other neoplastic _ 
blood conditions such as leukaemia. Another interesting case was 
one of proteinuria associated with rheumatoid arthritis, and the 
importance of an interpolated myxoedema was fully discussed. 
Further meetings of this type will be held periodically. 
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EFFECT OF THIOCYANATE ON 
BLOOD PRESSURE 
BY 


K. SEVERIN ALSTAD, M.D., M.R.C.P. 
(From the Department of Medicine, University of Otago, 
New Zealand) 


BASAL 


Many conflicting views have been published since thio- 
cyanates were first administered therapeutically at the 
beginning of this century ; and although Hines (1946) and 
Watkinson and Evans (1947) stated that these are the only 
drugs capable of satisfactory use in the treatment of 
hypertensive disease, 

many are not con- 

vinced of their 

action. For example, 

Ayman (1930, 1931) 

endeavoured to show 

that their effect was ma.ng 

not greater than that 


of placebos, basing ” 
his criteria of action } 
mainly on sympto- "7 
matic improvement rm 
and not so much on 

pressure changes. he 


Evans and Loughnan 
(1939) investigated a sg». 
large number of sub- 
stances credited with 1404 
lowering blood pres- 
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that pressure recorded under ordinary clinical conditions 
of examination. In the particular study to which reference 
is made below, the casual pressure was estimated after 
a few minutes’ rest, usually in the recumbent position, 
“ Basal,” on the other hand, refers to pressures taken after 
due precautions have been instituted to remove the influ- 
ence of stimuli, both extrinsic and | intrinsic. Basal 
conditions have been recognized here as being satisfied 
only when the patient—to whom the whole procedure has 
been explained beforehand—after a peaceful sleep under 
the influence of a mild sedative, has become habituated 
to his surroundings and may be justifiably regarded as in 
a state of basal metabolism. The “ supplemental ” pressure 
—an independent variable—is the difference between the 
casual and the basal 
Key pressures and re- 
wantommemeeme SYSTOLIC PRESSURE presents the part of 
“w= = DIASTOLIC PRESSURE - the casual pressure 
wmmem—ns SERUM KCNS LEVEL = hich reflects the 
ob meets physical, emotional, 
and metabolic activ- 
ity of the patient at 
the time of measure- 

ment. 
The basal pressure 
has been shown 
(Smirk, 1944; J. A. 
Kilpatrick, unpub- 
lished communica- 
tion) to be compara- 
tively stable in hyper- 
tensive disease, and | 
have been interested 
in the examination of 








sure and found that mm A 
most of them, in- L, I yy the effect of thio- 
pod ot nyse “ 7 Ya — an ‘ emo po ayo 
er ° id 
effect than placebos wowe st ‘ / eat, be \ sures were measured 
ee 7 ww” + : \ i i ° 
a 3 pe .~ / ° } q —— — 
similar period; the re ’ ‘ out treatment, con- 
results were based on p = ™~ * Z trolling the _ results 
periods of treatment >" ote, against treatment 
lasting only two to si - bo ~~. ¥ with placebos in most 
three weeks. Those 80 ia , 6 : of the cases. In the 
who hold similar . a | 20 patients investi- 
come may find ™{%€ one so far = pre- 
support for their be- iminary observa- 
lief in the excellent “ tions indicate a fall 
review by Foster on . in the basal and 
(1943) in which he omens’ supplemental _pres- 


states that in an oo 
extensive search of oesJ 
the literature he 
had been unable to 

find evidence of the 
hypotensive effect of thiocyanates in animals, short of a 
toxic dose. 

There have been, however, a number of careful 
investigations (Daley et al., 1943 ; Beamish and Adamson, 
1945; Watkinson and Evans, 1947) in which every 
precaution was taken to control and standardize condi- 
tions and in which it would seem that thiocyanates did 
produce significant falls in the systolic and diastolic blood 
pressures. 

At Otago University Medical School special interest has 
centred round the question of hypertensive disease, and 
the importance of what have been called the casual, 
basal, and supplemental blood pressures has _ been 
By “casual” is meant 


emphasized (Alam ef al., 1943). 


mee ne 


Chart showing variations in systolic and diastolic blood pressures 
during treatment with thiocyanate. 


sures, and I feel that 
following case 
note will be of in- 
terest. It is put for- 
ward as a preliminary 
communication, and a more detailed account of the whole 
series will be forthcoming shortly. 


Case Report 


The patient, a man aged 74, of rather stolid type with sluggish 
cerebration, was admitted to Dunedin Hospital on Aug. 29, 
1946, complaining of weakness of the right face, arm, and leg 
for two days. The onset of the weakness coincided with an 
attack of giddiness. He had no history. of fits, no loss of 
consciousness, no visual disturbances, and no pain, and had not 
previously experienced any similar weakness. 

On examination he was in a slightly confused state, his speech 
was thick and slow, and he showed a slight weakness of the 
right face, arm, and leg. The tendon reflexes were present and 
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equal, the superficial reflexes were normal save for the plantar 
responses, Which were extensor jn type on both sides. 

The cardiovascular system showed little abnormality for a 
man of his years; there was no evidence of congestive failure, 
the pulse was regular except for an occasional extrasystole, and 
the blood pressure was 190/110 mm. Hg. Radiography con- 
firmed the clinical findings concerning the size of the heart, and 
revealed it to be of a shape usually associated with hyper- 
tension. The basal blood pressure at this time was 128/84 mm. 
Kidney-function tests were normal, and examination of the 
other systems showed no evidence of gross pathological change. 
Improvement was complete in the course of four weeks, and 
a diagnosis of essential hypertension of a labile variety with 
encephalopathy was made. 

In January, 1947, when the symptoms and clinical manifesta- 
tions had completely disappeared, it was decided to treat him 
with potassium thiocyanate in an attempt to reduce his blood 
pressure sO as to minimize a recurrence of the complication: 
the accompanying chart shows the course of the treatment. 
He maintained high concentrations of the drug with great 
improvement in his general well-being, but later developed 
mild diarrhoea as a toxic manifestation and continued on 
treatment for 10 days without indicating this. The drug was 
stopped temporarily. 


. Comment 


Attention was drawn to the following: (a) The casual 
systolic and diastolic pressures began to fall soon after 
treatment was instituted. (b) At the end of 17 weeks the 
casual blood pressure had fallen from 190/110 to 125/84, 
and the basal from 128/84 to the low figure of 88/52. 
These reductions represent a response to treatment to the 
extent of 65 mm. systolic and 26 mm. diastolic in the 
casual blood pressure, and in the basal of 40 mm. systolic 
and 32 mm. diastolic. (c) The withdrawal of the drug 
was followed by a rise of both casual and basal pressures, 
which two weeks afterwards had returned to the levels 
found before treatment was begun. (d) On treatment 
being restarted the casual and basal pressures showed the 
same tendency to fall again. 


Conclusions 


In some patients with essential hypertension treatment 
with thiocyanate causes a well-marked fall in blood 
pressure. 

The reductions in pressure are due partly to decreases 
in the basal and partly to decreases in the supplemental 
pressures. 

The falls in basal pressure are good evidence that the 
effect of adequate thiocyanate therapy is pharmacolog’cal 
and not psychological. 
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The Hon. Secretary of the West Derbyshire Medical Society, 
Dr. H. Rhys Davies, reports that at a meeting held at Matlock on 
Jan. 25 the following resolution was passed nem. com.: “* That this 
meeting is of the opinion that the omnipotence of the Minister 
under the Act in general, and in particular in regard to the power 
of dismissal without appeal to the courts, is contrary to the interest 
of the community and justifies the profession in abstaining from the 
Service.” 


TREATMENT OF ANGINA PECTORIS BY 
REDUCTION OF BASAL METABOLISM 


BY 


G. SCHOENEWALD, M.D.Berlin 
Clinical Assistant, West London Hospital 


From the therapeutic point of view sufferers from angina 
can be divided into three types: obese, anaemic, and slim. 
The first two groups are amenable to treatment by reduction 
of weight and correction of anaemia respectively. The 
others can only be given nitroglycerin either to shorten 
attacks or occasionally to prevent them. ~These comprise, 
in my experience, more than half the victims of the disease. 

Some fifteen years ago American workers first conceived 
the idea of reducing the demand upon the failing heart by 
reducing the oxygen demand of the organism. This was 
achieved by total surgical removal of the thyroid gland, 
followed by medication with thyroid extract sufficient to 
prevent myxoedema but not enough to restore the basal 
metabolism to normal. A new principle was thereby intro- 
duced into cardiological treatment: instead of trying to 
boost the output of the failing heart, the principle of “ load 
shedding ” was substituted. In many cases the results of 
total thyroidectomy were good, but there are objections to 
radical surgery in a cardiac invalid, and these, together with 
the inherent technical difficulties, prevented the method 
from attaining any great popularity. 

Thiouracil and its derivatives have now given the physi- 
cian the means of suppressing thyroid activity, but rather 
surprisingly these means have not yet been widely exploited 
in cardiology. In America, W. Raab (1945) treated a small 
group of cases of angina, with promising results, and in this 
country a number of cases of heart failure have been given 
methylthiouracil (Sharpey-Schafer, 1946). . 

Three cases of angina treated ambulantly with 
methylthiouracil are here described. All had typical angina . 
of effort, exhibited electrocardiographic abnormalities corro- 
borating the diagnosis, and suffered from three to six attacks 
daily in the course of their routine activities. Two had 
previously had a coronary thrombosis—one four years and 
one nine months before the start of treatment. Their daily 
routine was not altered in any way during the treatment. 
Since it is well known that the effect of methylthiouracil 
is to reduce basal metabolism and eventually produce 
myxoedema, no attempt was made to follow up changes in 
basal metabolism. It was felt that this treatment had two 
possible end-points: the cessation of angina before the onset 
of myxoedema, and the onset of myxoedema without 
amelioration of the angina. Each of these two end-points 
could be determined by clinical observation and by regular 
control of weight, without estimations of the basal 
metabolism. 

Case 1 

R. D., a male clerk aged 64, had no history of previous ill- 
ness. In March, 1946, he suffered an attack of severe substernal 
pain lasting for 36 hours. Heart sounds were normal, blood 
pressure was normal and remained so, and ectopic beats 
appeared during the first two days. An electrocardiogram 
taken on the fourth day showed the typical changes of a 
recent coronary thrombosis. After six weeks’ rest in bed he 
was allowed up, but he did not resume work because of two 
or three attacks of anginal pain daily on minimal physical 
effort. A chest film showed considerable enlargement of the 
heart to the left, with elongated and uncoiled aorta. Methyl- 
thiouracil, 0.6 g. daily, was started on Dec. 10, 1946. It was 
reduced to 0.4 g. daily four weeks later. After ten weeks’ 
medication the patient reported complete cessation of angina, 
and methylthiouracil was thereupon reduced to 0.1 g. a day. 
His weight had remained constant throughout this period. 
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Twelve weeks after the start of treatment he gained 6_ lb. 
(2.72 kg.) in one week and developed typical myxoedematous 
facies. Treatment was then stopped completely for a week, 
during which time the gain in weight was lost and the facial 
expression returned to normal. 

Throughout this episode the patient was not aware of any- 
thing unusual happening. Treatment was then restarted with 
0.05 g. daily, and has continued up to the time of writing 
(June, 1947). He has remained free from angina, and main- 
tains that he feels generally better than before the treatment 
(presumably because of the absence of attacks). He had retired 
from work, but now contemplates looking for a light job. The 
heart has not changed in size or shape. The electrocardiogram 
was still grossly abnormal at the start of the treatment and 
remained virtually unchanged (Fig. 1). 


Sas . 2 




















Fic. 1.—Electrocardiogram of Case 1, leads I and III. 


Case 2 


R. J. H., a male clerk aged 55, had coronary thrombosis four 
years previously. Since then regular attacks of angina, relieved 
by nitroglycerin, occurred approximately six times a day during 
mild weather and considerably more often during cold and 
windy spells. Two years later he had a gastric ulcer, which 
healed after six weeks’ treatment, including rest in bed, and 
has since caused no trouble. Attacks of angina occurred on 
walking.more than a quarter of a mile (400 metres), on walk- 
ing up three flights of stairs (which he had to do three to four 
times a_day in the course of his work), and on leaving the office 
for shopping after lunch. : 
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Fic. 2.—Electrocardiogram of Case 2, leads I and III. 














The electrocardiogram was characieristic of long-standing 
myocardial damage, and has remained unaltered since 1944 
(Fig. 2). His heart was radiologically normal. Treatment with 
methylthiouracil was started on Dec. 10, 1946, with 0.6 g. daily 
for 54 weeks; it was then reduced to 0.2 g. a day until 
March 29, 1947, when it was increased again to 0.6 g. a day. 

The patient reported no change in his condition for the first 
10 weeks, but improved to a certain extent thereafter. He was 
then able to negotiate the three flights of stairs at his office 
without any discomfort, but still had angina on walking 
to or from the station and on shopping after lunch. A week 
after reintroducing the larger dose of 0.6 g. of methylthiouracil 
daily he lost the attacks that had occurred regularly when he 
went out shopping after lunch, and the attacks on going to and 
from the station diminished considerably in intensity and no 


longer occurred regularly. He now has only one slight attack 
each day, which is rapidly relieved by nitroglycerin, whereas 
before- treatment he had at least six severe attacks a day. At 
the time of writing he had not reached the stage of myxoedema ; 
his weight has in fact dropped by 4 Ib. (1.81 kg.) during the 
treatment. 

He says that he is at least as active at his work as before, 
and that his general condition has been much improved, 
Neither his chest film nor his electrocardiogram has shown 
any changes since the start of the treatment. 


Case 3 

F.W.B., a road surveyor aged 55, has had typical angina 
of effort for ten years, and latterly it had been getting worse, 
Because he could not walk to the station in the morning or 
walk any distance during the day, he reluctantly contemplated 
retirement. 
ever a day without at least one, and usually there were several, 

On examination the heart sounds were muffled, and the blood 
pressure was 190/110. Screening revealed a moderate enlarge- 
ment of the heart to the left and an elongated aorta. The 
electrocardiogram showed evidence of myocardial damage 
(Fig. 3). Treatment with methylthiouracil, 0.6 g. daily, was 
started on Feb. 22, 1947, and 24 weeks later the patient noted 
that for the past few days he had been able to walk to the 
station in the mornings without stopping. On April 1 and 10 
he reported that he had had one very mild attack of angina 
during each of the previous weeks. He had walked to and 
from the station at a normal pace without difficulty, had walked 
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Fic. 3.—Electrocardiogram of Case 3, leads I and III. 

















for 15 to 20 minutes in the course of his work without having 
to stop and without pain, and on several occasions had done 
a test walk after tea over a course that previously he had 
never been able to traverse at this time of day without at 
least one attack. 

His weight remains steady, his electrocardiogram and blood 
pressure are unchanged, and he has given up thoughts of 
retirement. 

Discussion 

No dogmatic conclusion can be reached from a study of 
only three cases, but angina is a condition not prone to 
spontaneous fluctuations in severity ; thereafter daily obser- 
vations on a small number of cases may have more value in 
this complaint than in many other pathological conditions. 

In the above investigation it was a salient point that the 
patient should not change his daily routine. It was there- 
fore essential to select patients who could be: treated in 
private practice. White cell counts were checked at 48-hour 
intervals. In each case one or more occasions arose when 
the drug was discontinued for 24 hours because of a fall 
in the white cell count. Clearly, the number of cases treated 
had to be limited, but in view of the promising results 
obtained it might be considered worth while to treat similar 
cases in hospital until the onset of myxoedema and then 
discharge them on a maintenance dose in order to observe 
the results after their return to full activity. 


It would seem that in order to reduce thyroid activity to 


any appreciable extent it is often necessary to give much - 





The number of attacks varied, but there was hardly 
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larger doses for a ciataaiiinite eine seia to those 


. with normal thyroid activity than to those with hyperthyroid 


activity. Since this paper was written Cases 2 and 3 have 
developed myxoedema and have recovered as rapidly as 
Case | did. 
Summary 

Three cases of angina of effort are reported. Treatment 
with methylthiouracil was successful in either abolishing or 
markedly reducing the frequency of attacks. On the whole, 
comparatively large doses were required. This treatment has 
possibilities in that patients may be restored to their former 
earning capacity. 


I wish to thank Dr. A. Morton Gill for his advice and. help in the 
preparation of this paper. 
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CHRONIC HEPATITIS TREATED WITH 


METHIONINE AND CHOLINE 
BY 
D. G. CAMERON, M.D. 
AND 


M. L. NEWHOUSE, M.B., M.R.C.P. 
(From the Nuffield Department of Clinical Medicine, 
the Radcliffe Infirmary, Oxford) 


Experimental studies and clinical observations in recent 
years have focused attention on the importance of dietetic 
factors in liver disease. Witts (1947)-gives a valuable list of 
references.. Neither the exact effects of these factors nor 
their value as therapeutic agents have as yet become clearly 
defined. It seemed interesting, therefore, to study the effects 
of large doses of methionine and choline as an adjunct to 
the treatment of a group of patients suffering from chronic 
hepatitis. 

Clinical Material——Six cases of chronic hepatitis were 
selected for this study. The salient clinical features of each 
are presented in Table I. Biochemical tests showed impair- 
ment of liver function in each case, and a feature common 
to all was a low level of the plasma albumin with inversion 
of the albumin—globulin ratio (Table II). 

Method.—The patients were placed on a high-protein 
diet, which consisted of the national ration supplemented 
by the extra meat and milk which are authorized for this 
condition. It is estimated that each patient received a daily 
intake of 120-150 g. of protein throughout the period under 
review. Case 6 had been on the diet for the previous 


eighteen months, and the other five for only two to four 
weeks before the course of methionine was started. The 
dose given was | g. five times daily by mouth, increasing 
on the third day to 3 g. five times daily for six weeks. The 
methionine was then discontinued and choline chloride ia 
similar doses was prescribed for a further period of three 
months. ‘ 

A careful clinical assessment of each case was made im- 
mediately before the beginning of treatment and at the end 
of the courses of methionine and choline. It seemed 
probable that any real clinical progress would be reflected 
in an improvement of the plasma albumin level, with a 
return towards normal of the albumin—globulin ratio 
(Higgins et al., 1944). Levels of total plasma proteins, 
plasma albumin, and plasma globulin were consequently 
estimated at the times of the clinical examinations 
(Table II). 

Results—No reactions to either of the drugs were 
observed, but the patients stated that the tastes were 
extremely unpleasant. In Case 5 the course of choline was 
abandoned for this reason. No striking clinical changes 
were observed in any of the patients during the period of 
treatment. One (Case 5) has since died in cholaemia, one 
(Case 3) is deteriorating rapidly, and the condition of 
the other four remains unchanged. There was a small rise 
in plasma albumin in Cases 3, 4, and 6, a small drop in 
plasma albumin in Cases 2 and 5, and no appreciable altera- 
tion in the plasma albumin of Case 1. It is apparent that 
there has been no consistent alteration of the biochemical 
findings attributable to the treatment. These results confirm 
the view that supplementation of diets already containing 
adequate amounts of choline and methionine is not likely 
to be effective (Miller et al., 1947). 


Summary 
Six patients suffering from chronic hepatitis were treated on 
a high-protein diet with a supplement of 15 g. of methionine 
daily for six weeks and choline chloride in the same dose for 
a further period of three months. 
There was no change in the clinical condition of the patients 
during this time, and the variations in the plasma proteins did 
not seem to be due to the treatment. 


It is a pleasure to acknowledge the help of the Department of 
Biochemistry and to thank Mr. George Higgins for the plasma 
protein estimations. We also wish to thank the Medical Research 
Council for dl-methionine. 
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TABLE [.—Clinical Features 





















































ag Age | Sex | — Aetiology | Jaundice Haemorrhage Ascites Oedema we = 
et 67 | F | 5 Insidious onset Intermittent attacks | Epistaxis Sates of ankles 4cm. | 2cm. 

2 34 | M | 10 Infectious hepatitis iv se me Nil 2cm. | Nil 

3 54 | M | 4 | Alcoholic history »» ” 9 Oedema and ascites 12cm. | Nil 

4 61 | M | 10 | os d Nil Nil, but oesophageal varices ea sé 8cm. | 4cm. 

present 

5 6 | F | 4 | Insidious onset Intermittent attacks | Haematemeses ” % 2cm. | 4cm. 

6 26 F | 7 Splenic anaemia i a i: Oedema ascites and pleural Nil Splenectomy 
| | effusion 2 years ago 
| { 

_ TABLE II1.—Plasma Proteins in Grammes per 100 ml. 
| Before Treatment After Methionine After Choline 
Case No. 

Albumin Globulin Total Albumin Globulin Total Albumin Globulin Total 
1 : 10 rs 2 8-10 3-15 4-10 7-80 3-05 4-00 7:10 
> 3-50 8-00 — _— — a 2-90 4-20 7:70 
3 2:40 3. 40 8-10 3-20 4-60 8-40 80 -4-80 8-35 
4 2:50 2-90 5-75 3-00 3-70 7-00 3-45 3-07 6-60 
$* 2-51 4-79 7-63 2-40 4-40 7-10 1-90 3-69 6-15 
6 2-00 4-00 6°35 2-30 4-00 6°50 2-45 3-75 6°25 
































* Course of choline not completed. 
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the last four weeks of his stay in hospital. The enteros:omy tubes 
came out on the seventh day and the wound healed well. 
Laboratory studies after operation may be tabulated as follows: 








Resection of Two-thirds of the Small Intestine 


A case of an old gunshot wound of the abdomen is presented 
in which 14 feet (4.26 metres) of small intestine from the mid- 
jejunum to the terminal ileum was removed at an operation for 
extensive gangrene resulting from volvulus due to a solid 
adhesion of the jejunum to the abdominal wall. The patient 
was well and gaining weight six weeks after operation. 

The length of the small intestine may vary between 15 and 30 
feet (4.5 and 9 metres); the average is usually stated to be 
about 22 feet (6.7 metres). Survivals after resections of up to 
19 feet (5.8 metres) have been recorded, but there is no very 
clear evidence of how much small intestine is necessary for life, 
or, indeed, of what proportion of patients survive extensive 
resections such as the one here reported. This case suggests 
that a man may become accustomed to the non-function of 
part of his small intestine and as a result accommodate himself 
to resections which in others might well prove fatal. 


Case Report 


W. E. B., aged 54, had received a gunshot wound of the abdomen 
in 1917. He had an immediate laparotomy, and was subsequently 
twice operated on for intestinal obstruction, in 1918 and 1926. On 
the latter occasion it was reported that a volvulus of the small intes- 
tine had been found and reduced. Between 1927 and 1945 he had 
occasional pains but no attacks of obstruction. In 1922 he sus- 
tained a fractured pelvis, and in 1934 he was shown to have a 
gastric ulcer, for which he received medical treatment on several 
occasions. 

In December, 1945, he began to have colicky abdominal pain. 
This was diagnosed as intestinal obstruction, and he was treated 
conservatively by intubation with some success at another hospital. 
In January, 1946, symptoms recurred, and he was admitted to Queen 
Mary’s Hospital, Roehampton. Intubation. with a Miller-Abbott 
tube gave but slight improvement, and on Jan. 18 laparotomy was 
performed. The upper part of the small intestine was found to be 
greatly distended and many adhesions were present. The patient was 
in poor condition, and a side-to-side anastomosis between two loops 
of bowel was made, excluding the most distended area. His con- 
valescence was stormy, but by the summer he was able to get about 
and was almost free from pain. 

On July 24, 1946, he complained of a sudden severe pain in the 
abdomen. The pain became colicky in nature and remained of the 
same intensity. He was seen at 2 p.m., four hours after the pain 
had started. There appeared to have been no exciting cause for 
the attack, and he stated that he had been as wel! as usual on the 
previous day. On examination he was in shock. His pulse was 
80 and of poor quality, his extremities were cold and clammy, and 
his blood pressure was 60/45. After morphine and a pint (568 ml.) 
of serum his condition improved somewhat, and operation was 
decided on. 

At operation (Mr. Gillis) a right paramedian incision was made. 
On entering the peritoneal cavity a moderate amount of bloody 
fluid was seen. Almost the whole of the small intestine was grossly 
distended and black. The cause appeared to be an adhesion of 
the upper jejunum to the anterior abdominal wall which had 
resulted in a volvulus. His condition improved markedly when the 
massive amount of gangrenous bowel was delivered from the peri- 
toneal cavity. This portion was excised, and a side-to-side anas- 
tomosis made between the jejunum and the caecum, the appendix 
being removed. Two enterostomy tubes were inserted—one through 
the anastomosis, and one from the blind end of the jejunum and 
brought out through a stab incision in the flank. The specimen 
of small intestine removed was examined later. It was approximately 
14 feet (4.26 metres) in length and contained two side loops where a 
previous side-to-side anastomosis had been done. These side-tracked 
loops were 6 feet (1.82 metres) long in all, so that about 8 feet 
(2.44 metres) of functioning intestine was removed. It was estimated 
that roughly 4 to 5 feet (1.22 to 1.52 metres), or perhaps less, of 
small intestine had been left in situ; two-thirds of the functioning 
small intestine had been removed. 

The patient’s post-operative course after the first few critical hours 
was remarkably satisfactory. He was given two further pints (1.14 
litres) of serum during and after operation and intravenous glucose 
and saline for 24 hours. He received penicillin, 20,000 units every 


three hours intramuscularly for ten days, and a high-protein and 
high-carbohydrate diet with supplementary vitamins as soon as he 
could take it by mouth. He also received casein hydrolysate for 























| | 7 
Aug. | | Aug. 8 |Aug. 14/Aug. 15'Aug. 21 Aug. 28 
Weight (Ib)... = 5. =. | 113 | 3s |S 118] | ; 
Serum proteins (mg./ 100 ml.) | 49 28 49 5+] 
Albumin (mg./100 ml.) a6 4. ee 1-6 3-2 36 
Globulin (mg./100 ml.) = .. | = 2:0 1-2 1-7 15 
Serum chlorides (mg./100 mi.) | 560 577 | 
Serum calcium eae ml.) 11-0 
Blood urea (mg./100 ml.) .. 35 
Haemoglobin a as 78% | 
Red blood cells (millions) .. 4-00 
Two pints of serum were given between Aug. 8 and 15. The 


patient’s appetite was poor for the first two weeks after operation 
but then it improved, and when he left hospital on August 30 he 
was able to eat a more or less normal diet. At that time he was feel- 
ing well and his general condition was quite satisfactory. He had put 
on 7 Ib. (7.2 kg.) in weight. He had no other complaints except 
occasionally a little tightness in the abdomen; his bowels were Open 
twice in 24 hours, the motions being quite loose but not very 
voluminous. 

Cineradiography of the gastro-intestinal tract demonstrated that 
a barium meal which had been swallowed 40 minutes previously 
was already passing down the descending colon while there was 
some still present in the stomach. There was no increased urge to 
evacuate the bowels. 

LEON GiLuis, M.B.E., M.Ch., F.R.C.S. 
MICHAEL Newton, M.D., 
Queen Mary’s Hospital, Roehampton. 


‘ 


Recent Cases of Methyl Bromide Poisoning 


The fact that methyl bromide is a dangerous and insidious 
poison is not widely recognized among members of the pro- 
fession, and non-medical people know little of its risks. The 
initial symptoms (nausea, vomiting, and urgent evacuation of 
bowel and bladder) soon pass ‘off, to be followed by a latent 
period of apparent recovery. In mild cases headache and 
malaise may follow, but where much of the gas has been 
inhaled, unconsciousness, asphyxia, anuria, and violent convul- 
sions come on quickly after a fewhours. In a recent group 
of eight simultaneous cases, six boys died within 24 hours of 
exposure. The two survivors were critically ill for several days. 
A detailed report by the clinicians in charge of the cases is in 
course of preparation, but meantime this note may serve as a 
warning and help to prevent similar fatalities which otherwise 
might occur through ignorance. 

The boys, aged 11 to 14, secretly established “ gang head- 
quarters” in the hold of a barge. A fire-extinguisher of a 
type used in naval vessels and aircraft was accidentally or 
intentionally discharged in the evening. All recovered from the 
primary effects in a short time, and employed the hours of 
darkness smoking, eating chocolates and biscuits, and playing 
cards, and probably dozing. Next morning two left the vessel 
and went home. The alarm was raised when they suddenly 
became ill two hours later. The police discovered the others 
almost at once—one dead and five unconscious. 

Of the five boys found unconscious four died within 24 
hours, and one of the two who had gone home died within the 
same period. The post-mortem findings varied, but the 
general picture was one of lung and brain haemorrhages. 

The extinguisher is a copper cylinder 14 in. (35 cm.) long and 
marked with a warning. Other extinguishers of the same type 
have a larger warning but no note of the contents (methyl 
bromide). Similar extinguishers may be on disused vessels and 
in Service stores being dispersed or destroyed, thus constituting 
a potential death-trap to the uninformed. 


W. Fyrre Dorwarp, M.B., Ch.B., 


Police Surgeon, City of Dundee ; Lecturer in 
Forensic Medicine, University of St. Andrews. 





NG cuasnneenocnsie 


Grants to a total of £133,150 towards the cost of homes and 
other welfare schemes for old people have been recommended by 
their advisers to the Governors of the National Corporation for 
the Care of Old People since it was established on Aug. 1, 1947. 
Of this sum £64,000 has so far been recommended from the resources 
of the Lord Mayor’s National Aid Raid Distress Fund. 
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MEDICAL RESEARCH 


Medical Research. A Symposium. Edited by Austin Smith, 
M.D. (Pp. 169; 17 illustrations, including 10 subjects in colour. 
25s.) London and Philadelphia: J. B. Lippincott Company. 
1947. - 
Books on medical research are often rather uninviting to the 
medical reader—probably because medical research, like women 
and the American constitution, has had so many. foolish things 
said about it. This is a great pity, for it is important that those 
who are engaged in research should pause now and again to 
consider what they are doing and why, and it is even more 
important that medical teachers, administrators, and practi- 
tioners should know something about the conduct of research 
—the growing tree, as it were, and not merely the fruits. 

Austin Smith has had a useful training for editing a sym- 
posium of this kind, for he has been secretary of the Council 
on Pharmacy and Therapy of the American Medical Associa- 
tion for a number of years. It is not surprising, therefore, that 
pharmacology predominates, but this makes for consistency and 
the avoidance of repetition. Different contributors discuss the 
fundamental and practical aspects of research, the organization 
of the laboratory, the manufacture and development of new 
drugs, and the place of medical research in the university 
medical school. To counterbalance undue stress on labora- 
tory techniques there is an inspiring article by Alvarez on 
clinical research with a notebook, and the book finishes with 
a brilliantly illustrated article on photography in medical 
research. 

The articles on fundamental aspects of research by Sollmann 
and that on medical research in the university medical school 
by Boyd are extremely well thought out and merit reading by 
anyone who is engaged in medical teaching. There is no doubt 
in these authors’ minds that “ medical science cannot be ade- 
quately taught by those who stand aloof from its advances,” 
or, in other words, that research is one of the most important 
functions of the medical schools. Questions such as salary, 
security of tenure, and publication are discussed against 
this background, and the book forms a valuable corrective to 
current thinking in Britain, where the organization of medical 
services and clinical teaching is considered so largely in terms 
of technical skill and administrative efficiency. Sollmann con- 
siders that the primary motive for research must be curiosity, 
though there may well be an admixture of vanity or the desire 
for profit. Accurate and selective observation, technical skill, 
and factual knowledge are the chief elements in the success 
of the average worker. Boyd discusses the advantages and 
disadvantages of a university post with a good deal of candour, 
and he has much to say about part-time and whole-time pay- 
ment and about the inequality of salaries in different chairs. 
He concludes that outside work should be encouraged within 
limits but that a major proportion of fees should be paid into 
a common pool, or else subjects with no immediate practical 
application will suffer. He also believes in promotion and 
demotion, again within certain limits, to reward good work 
and to-discourage the man who rests on his oars when he has 


secured a leading position. 
L. J. Wirts. 


COLLAPSE OF THE SUPERMAN 


Essays on Contemporary Events. By C. G. Jung. Translated 

by Elizabeth Welsh, Barbara Hannah, and Mary Briner. (Pp. 90. 

8s. 6d.) London: Kegan Paul. 
The unparalleled events of the last decade have had an 
inevitable influence upon the mental life of individuals. 
Prof. Jung in his practice became aware of this influence, 
particularly in the dreams of patients, where appeared 
impersonal, collective elements. He consequently found it 
necessary to study contemporary events in order the better 
to understand the problems of his patients. This volume 
contains an Introduction on “Individual and Mass Psycho- 
logy,” which the B.B.C. broadcast in the Third Programme 
in 1946, and five essays. With one exception (“ Psychotherapy 


and a Philosophy of Life”) the essays are a commentary on 
collective psychology in Germany, and he discusses the signifi- 
cance of happenings in Russia. 

Readers unfamiliar with Jung’s terminology will find the 
book difficult, but for others—and they are many—it provides 
a penetrating psychological study of events associated with the 
war. As is fitting, Jung pays special attention to the problem 
of collective guilt. In 1918 he wrote of the possible result of 
movements in the unconscious of the German people. These 
anticipations were accurate. Then, as here, his point of view 
was that of an unprejudiced empiricist whose observations 
rested upon facts rather than abstractions. His conclusions 
are undogmatic and he enunciates no general theory, though 
he makes suggestions towards the formulation of a scientific 
outlook. The opinions expressed in this book have an interest 
far beyond the clinical situation and open new vistas of the 
background of modern thought. 

Jung, although Swiss, was on the Nazi black list and his books 
were suppressed in Germany. Despite this some have mis- 
understood his views, for they have been reproduced (particu- 
larly in America) in fragmentary form and _ inaccurately 
translated. A reading of the final essay should dispose of 
these misconceptions. This volume, well translated and pre- 
sented, is on the level one would expect from C. G. Jung, 
who stands among the great thinkers of to-day. 


E. A. BENNET. 


*' RHEUMATISM IN PRACTICE 


The Treatment of Rheumatism in General Practice. By W. S. C. 
Copeman, M.D., F.R.C.P. Fourth edition. (Pp. 258. 12s. 6d.) 
London: Edward Arnold and Co. 1947. 
The fact that this work has reached a fourth edition is ample 
evidence that it has proved its worth. Designed to aid the 
general practitioner in the management of a group of diseases 
which crowd his surgery and occupy much of his time, it has 
well satisfied a real need. This edition is distinctly better than 
its predecessors, for the author discusses many of the more 
recent advances in methods of treatment, his experience of them 
in practice, and his opinion of their value, basing his judgment 
on a wide experience of the management of cases in the Forces. 
He fully considers treatment in all its aspects; the chapter 
on doctor and patient contains much wise advice and might 
with advantage preface the whole section on treatment. His 
account of simple methods of physical treatment which the 
patient can carry out in his, home is interesting ; they should 
be more widely used. Among these the local contrast bath for 
the extremities, which is useful in rheumatoid arthritis, might 
with advantage be described in a future edition. We note with 
interest his view that psychoneurosis is not such a frequent 
cause of fibrositis as some would have us believe. We recom- 
mend the book without hesitation as a most useful addition 


to the practitioner’s shelves. 
, P " C. W. BUCKLEY. 


THORACIC SURGERY 


La Désinsertion Extrapleurale. des Symphyses Pulmonaires sous 

Controle de la Pleuroscopie. By Jean Braillon. (Pp. 120; 25 

figures. 210 francs.) Paris: Librairie Maloine. 1947. 
The freeing of adhesions between the lung and the chest wall 
when performing artificial pneumothorax is of fundamental 
importance in the successful management of pulmonary tubercu- 
losis. Most operators fully.realize the need for dissecting the 
adhesion from the chest wall in either the extrapleural or the 
extrafascial plane rather than dividing the adhesion itself. When 
the area of adherence is of any size “enucleation,” or extra- 
pleural dissection, is the only method that can be employed. 
There is, therefore, nothing new in the conception of extra- 
pleural “ disinsertion.” 

In this short book Dr. Braillon gives a detailed description 
of his technique, with a lycid account of the surgical anatomy. 
This alone makes the béok worth reading by those interested 
in this work. More remarkable is his account of how he has 
adapted the operation to include really extensive freeing of 
the adherent lung, particularly over the dangerous paravertebral 
and mediastinal areas. He has performed 36 partial or com- 
plete mediastinal dissections. His technique is evidently meticu- 
lous and time-consuming ; he often spends three to four hours 
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at a sitting. Haemorrhage has so far caused no- great trouble 
in his 165 cases, but, as would be expected, tuberculous 
pleurisy has often supervened—occurring in 22 cases (13.3%). 
In 11 of these the infection matured to form frank pus; a 
staphylococcal empyema formed in one other case. Total or 
partial pleural obliteration occurred in 40%. In spite of this 
high incidence of complications the method deserves serious 
study, and we therefore recommend the book to specialists in 
thoracic disease. 
R. C. Brock. 


HEALTH EDUCATION 


Health Facts for College Students. A Textbook of Individual! 

and Community Health. By Maude Lee Etheredge, M.D., 

D.P.H. Fifth edition. (Pp. 439; 75 figures. 12s. 6d.) Phila- 

delphia and London: W. B. Saunders Company. 1947. 

Dr. Etheredge states in her preface that “college students are 
naturally interested in the facts of physiology and hygiene.” 
That her book has reached its fifth edition testifies to the 
truth of this statement. The writer sets out first to persuade 
the university student that health is essential for the full enjoy- 
ment of life and then that active steps must be taken to achieve 
and maintain health. The thirteen chapters on elementary 
physiology are excellent and constitute a useful text for sixth- 
formers or the intelligent layman. Those on food and its 
relation to health, the locomotor system, and the origins of 
faulty posture are particularly well done. The author then 
considers some of the special enfotional problems of the 
university student in chapters on “ Friendship, Love, and the 
Preparation for Marriage” and “ Marriage, the Home and 
Parenthood.” She discusses these problems in a _ straight- 
forward way, and her treatment of them carries conviction on 
account of the high moral values on which she clearly bases 
it. The remaining ten chapters cover public health, genetics, 
allergy, infective agents, and cancer, and the book ends with 
a useful chapter on first aid. 

The scope of this work is wide, but on the whole the author 
considers the various topics -adequately. She might have de- 
voted more space to discussing mental health and less to the 
signs and symptoms of organic disease. Her account of heart 
disease, for example, receives three pages, but that of psycho- 
neurosis, hysteria, and neurasthenia only one. The style is on 
the whole clear and concise, though occasional exhortations 
and slogans, of which the following are examples, may slightly 
irritate English readers: “ Try these study thoughts: A wanting 
to learn goes nine-tenths of the way.” and “Community pride 
is a great hill climber.” 

The great need for more health education in the U.S.A. as 
in this country is indicated by some of the facts about drug 
addiction and venereal disease that the author gives. We are 
told, for example, that there are 750,000 addicts to alcohol in 
the U.S.A., and it is estimated that 20°, of all mental patients 
are alcoholics. The problem of drug addiction is not confined 
to adults, however, for the book mentions a°New York clinic 
for children addicted to marihuana. In the chapter on venereal 
disease the author writes, “ Nearly seven million of our people 
have syphilis.” 

Considerable attention has been paid to the problems of 
student health in Britain recently, and a report on this sub- 
ject prepared by a subcommittee of the Association of Uni- 
versity Teachers has included in its recommendations that 
“a voluntary course of instruction in personal and social 
hygiene open to all members of the university” should be 
provided. Health Facts for College Students, with modifica- 
tions necessitated by the differences between our two countries, 
would provide a useful basis for such a course. The work 
would also be instructive to teachers and others responsible 
for the training and education of young people. There is an 


extensive bibliography. a nn 


The first new edition since the beginning of the war of Diseases 
of the Nervous System, by Dr. W. Russell Brain, has now 
appeared, published by the Oxford University Press at 37s. 6d. 
There has long been a demand for this book, and Dr. Russell Brain 
has brought it up to date by adding new sections and altering old 
to.include the changes in knowledge and thought that the war years 
have brought about. The main body of the text needs no intro- 
duction and no further recommendation. 


—— 


BOOKS RECEIVED 


[Review is not precluded by notice here of books recently received| 


Neurological Complications After Spinal Anaesthesia. 


Gunnar Thorsén. (Pp. 272. No price) Stockholm: Ab Nordiska. 


Hokhandein. 1947. 
A monograph with extensive bibliography; in English. 


Surgical Disorders of the Chest. By J. K. Donaldson, B.S., M.D, 
ae 2nd ed. (Pp. 485. 42s.) London: Henry Kimpton, 
1947. 

A short account intended for the general ‘surgeon, physician, and 
student. 

The Postnatal Development of ihe Human Cerebral Cortex. 
By J. LeRoy Conel. Vol. III. (Pp. 148. 70s.) London: Geoffrey 
Cumberlege. 1947. 


An account of the cortex of the three-months-old infant. 


Diagnostic Agents. By T. D. Whitiet, Ph.C., D.B.A. (Pp. 32, 


2s. 6d.) London: The Pharmaceutical Press. 1947. 


A summarized account for pharmacists of the preparation and use 
of certain diagnostic agents. 


Robertson F. Ogilvie, M.D, 


Pathological Histology. By 
(Pp. 459. 37s. 6d.) Edinburgh: 


F.R.C.P.Ed., F.R.S.Ed. 3rd ed. 
E. and S. Livingstone. 1947. 


A textbook of morbid histology for the student and graduate. 


Housing and the Family. By M. J. Elsas. (Pp. 135. 8s 6d) 
London: Meridan Books. 1947. 

An inquiry into housing carried out in 1944-5. 

Medical Addenda. By various au:hors. (Pp. 158. 10s. 6d.) New 


York: The Commonwealth Fund. 1947 


Essays on the doctor, psychosomatic and social medicine, conva- 
lescence, and chronic discase. 


Medicine, Psychiatry and their Borderiand. By Alexander 
Frank, M.D. (Pp. 238. 21s.) London: Shakespeare Head Press. 
1947. 


Essays on various themes in medicine 


A Textbook on Pathology of Labor, the Puerpertum and the 
Newborn. By Charles O. McCormick, A.B.. MD., F.ACS. 
2nd ed. (Pp. 514. 42s.) London: Henry Kimpton. 1947. 


A textbook intended primarily for the medical student. 


Safety Rules for Use in Chemical Works. Part I, Model Rules. 


3rd ed. (Pp. 71. 
of British Chemical Manufacturers. 1947. 

A manual summarizing the rules, with indexes and blank pages for 
additions. 


Catalogue of Medical Films. 
of Medicine and the Scientific Film Association. 


Compiled by the Royal Society 
(Pp. 125. 7s. 6d.; 


6s. to members of Aslib or the S.F.A.) London: Aslib. 1948. 
About 800 titles are listed, and details of 200 given. 
Psychiatric Research. By Cecil K. Drinker et al. (Pp. 113. 


lls. 6d.) London: Geoffrey Cumberlege. 1947. 


Includes papers on biochemical problems of psychiatry and_ on 


psychical seizures. 


By P. C. Jeans, A.B., M.D., and W. McK. 


Infant Nutrition. 
4th ed (Pp. 516. °32s 6d.) London: 


Marriott, B.S., M.D. 
Henry Kimpton. 1947. 


A textbook of infant feeding for students and practitioners. 


The Doctor and the Difficuli Child. By William Moodie, M.D., 
F.R.C.P., D.P.M. (Pp. 231. 11s. 6d.) London: Geoffrey Cumber- 
lege. 1947. 

An account of disturbances of personality and behaviour in children 


Breathing in Irrespirable Atmospheres. By Sit Robert H. Davis, 
F.R.S.A. (Pp. 386. 25s.) London: The Saint Catherine Press. 
1947. 

The physiology of breathing in irrespirable atmospheres and the 
apparatus required. 

By R. A. Willis, D.Sc., M.D., F.R.C.P. 


Pathology of Tumours. 
1948. 


(Pp. 992. 63s.) London: Butterworth. 


A textbook intended primarily for pathologists and research workers. 


7s. 6d. cash with order.) London: The Association 
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MR. BEVAN INTIMIDATES 


Mr. Bevan is doing his best to forfeit what little confidence 
medical men may still have in him as a Minister of Health 
desiring to start the new Health Service with the willing 
co-operation of those who will have to work in it. In the 
House of Commons on Jan. 29, referring to the B.M.A. 
plebiscite, he said : “ Of course open votes of this descrip- 
tion always give rise to the possibility of intimidation ”"—an 
observation followed by Ministerial cheers. Mr. Tiffany, 
Labour M.P. for Peterborough, had stated that the method 
of the plebiscite “is bound to cast doubt on the validity 
of the result.” Mr. Baird, Labour M.P. for Wolver- 
hampton E., asked: “Does the Minister not think that 
this House should have an opportunity of expressing its 
views on this attempted blackmail ?” The B.M.A. issued 
a prompt reply to these typical allegations, and stated: “A 
definite assurance is printed on every plebiscite form issued 
from B.M.A. House that how: individual doctors vote will 
not be divulged, and that assurance will be kept.” This 
underlines what we stated in a leading article on Jan. 17 : 
“Needless to say, how doctors vote will not at any time 
| be divulged.” It must be said once more that there is 
| absolutely no question of divulging to anyone—least of 
, all to Mr. Bevan—the names of any doctors who vote in 
the plebiscite, and no question of exerting pressure of any 
kind on those who vote Yes. Mr. Bevan forgets that the 
| B.M.A. is not a trade union but a voluntary association 
of medical men. Members of this voluntary association 
would not tolerate for one moment the intimidation of one 
group of members by another group. Some members have 
asked how the B.M.A. “ will keep itself informed of the 
practitioners who enter, or apply to enter, the Service 
before the appointed day.” The B.M.A. will know through 
clerks of Local Executive Councils the numbers entering, 
but not the names of those entering. It is simply a question 
of knowing whether the majority is being sustained. And 
once the plebiscite returns have been checked the forms, 
with the names on them, will be destroyed. 

It may be that Mr. Bevan is a victim of the psychological 
mechanism known as “ projection,” and is attributing to the 
medical profession a mental activity of his own. He is, 
indeed, in the process of coercing doctors against their 
will by financial threats. As the prospective employer of 
‘all medical men after July 5, and as the proposed owner 
of hospitals and doctors’ practices in the public service, he 
is dictating terms to his employees. A learned profession 
which in an atmosphere of intellectual freedom has made 
its great contributions to knowledge of the problems of 
health and disease is being forced into the position of having 
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to conform against conscience. This is the most deplorable 
aspect of the present conflict, and it is hoped that those who 
may feel intimidated by Mr. Bevan will have the courage 
to vote No if that is their sincere conviction. And those 
who wish to vote Yes will do so in the sure knowledge that 
their names will remain secret and that they will be free 
from any intimidation by fellow doctors. 

Mr. Bevan is, with few exceptions, ill-served by those 
papers and publicists joining in the present controversy. 
There is a deliberate attempt on the part of some of these 
papers to foment antagonism between the public and the 
doctors. There is in some sections of the Press a gross mis- 
representation of fact and at the same time a suppression 
of the viewpoint of the majority of medical men in this 
country. In the News Chronicle,' for example, Mr. Ritchie 
Calder, science correspondent to that paper, says that for 
the 10d. a week out of the 4s. 10d. compulsory contribution 
every man, woman, and child will be provided with a series 
of benefits which he lists. This is a serious misrepresenta- 
tion, because the tenpenny item in the National Insurance 
contribution will not even finance the first one on his list— 
namely, the family doctor service. The 10d. a week will 
provide £30,000,000 a year to a service estimated to cost 
at least £152,000,000. Four-fifths of the cost of the Service 
will be borne by the Exchequer—in’ other words, by the 
taxpayer ; and the taxes will fall most heavily on that sec- 
tion of the community represented by doctors, the profes- 
sional and middle classes. - Medical men will be paying 
handsomely for the Service in which they are asked to take 
part. We may, perhaps, expect a science correspondent to 
be inaccurate, but it is disquieting to note that medical 
men are taking part in a campaign to intimidate their col- 
leagues. In Reynolds News? a Dr. Irwin Brown, described 
by the newspaper as “a leading member of the medical 
profession,” writes: “ But the public can make sure that 
the B.M.A. will not get that 13,000 votes . . . if he is wise 
he will make a point of telling his doctor now that he will 
expect to be treated under the new ‘free at the time of 
service’ scheme, and will not require the advice of any 
doctor who stays outside the service.” ‘This suggestion is 
also being put about, according to the Daily Worker, by 
Dr. Stark Murray, of the Socialist Medical Association. 
“Find out,” he says, “from your panel doctor whether 
he is falling in with the National Health Service or 
opposing it.” According to the Daily Worker Dr. Murray 
“called upon people insured to withdraw their names from 
the doctor’s list if he were in opposition.” We are informed 
that in one or two districts panel patients acting on this 
advice are telling their doctors that they will withdraw their 
names from the panel list unless the doctor will agree to 
enter the National Health Service in J uly. These are very 
muddy matters indeed, and no good will come from con- 
cealing them. There is only one answer medical men can 
give to these shameful attempts at intimidation and that is 
to resist them. 

On another plane of activity it is distressing to find a 
respected figure such as Dr. Somerville Hastings adding 
his name to a letter signed by four medical M.P.s (Labour) 
in which among other things this observation is made: 


1 News Chronicle, Jan. 28, 1948. 
2 Reynolds News, Jan. 25, 1948. 
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“ The condition that each voting paper must be signed lays 
the whole thing open to the kind of intimidation, persecu- 
tion, and victimization now associated only with totali- 
tarian countries. ...” The letter has been published in 
three national newspapers. 

Mr. A. J. Cummings has on more than one occasion 
deplored in the News Chronicle the ill-feeling that has 
been stirred up by some members of the present Govern- 
ment between the working classes and the middle classes. 
The medical profession has the disadvantage of being in 
the “tinker’s cuss” category. “To the Left, the middle 
class is unmistakably—pace Mr. Morrison—a class enemy,” 
states that sober and influential newspaper The Economist.* 
The professional class as a whole, The Economist observes, 
“is too proud to fight ; too proud certainly to enter whole- 
heartedly into the inflationary game of mutual blackmail.” 
It is necessary to bear these facts in mind, because they are 
relevant to the present medico-political situation. Black- 
mail and intimidation are not part of the doctor’s equip- 
ment, and ds a profession we have too strong a civic sense, 
and too great a tradition of disinterested service, to throw 
back the discoloured brickbats hurled at us.. But we must 
expose the attempts at intimidation now being made and 
which will no doubt be intensified if the plebiscite results 
show a sufficient majority of Noes. 

We print elsewhere in this issue an account of a remark- 
able meeting held at B.M.A. House on Jan. 27, convened 
at the instance of the Consultants and Specialists Com- 
mittee of the B.M.A. Lord Horder, in the opening speech, 
set the tone of the discussion when he observed that the 
present issue was one between collectivism and individu- 
alism. “ This question of freedom,” he observed, “ is vital 
to us.” At the end of the meeting the following resolution 
was carried by 766 votes to I1: 

That in the opinion of this meeting consultants and 
specialists should not take service under the National 
Health Service Act until it has been modified so that 
agreement has been reached between the Government 
and the profession as a whole. 


On Jan. 5 the Fellows of the Royal Faculty of Physicians 
and Surgeons of Glasgow reaffirmed the views on the 
Health Service it had expressed on March 3, 1947. They 
were as follows : “ That the Minister’s proposals under the 
National Health Service Act should be amended by legis- 
lation to ensure: (1) the retention of the ownership of the 
goodwill of medical practices ; (2) no direction of doctors 
either negative or positive ; (3) no universal basic salary ; 
(4) the right of appeal from the tribunal to the courts on 
questions of fact as well as of law; (5) free choice for 
patient and doctor and no interference with clinical free- 
dom; (6) curtailment of the immense powers placed in 
the hands of the Minister to mould the shape of the Service 
by Regulations, by Orders, and by directions ; (7) a more 
democratic appointment of professional representatives to 
the various statutory bodies and committees to be set up 
under the two Acts.” 

Resolutions have been passed by the staffs of various 
hospitals, including several teaching hospitals in London, 
expressing disapproval of an Act which may lead to a 





‘The Economist Jan. 24, 1948. 
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whole-time State Medical Service, and affirming the so} 
darity of the consultants and specialists with their cg 
leagues, the general practitioners. The Royal College , 
Surgeons made a welcome plea for professional unity. h 
view of these encouraging movements towards profession 
unity and solidarity, which all express what some of y, 
may at times tend to forget—that the medical professign 
is one profession—the resolution passed by the Comitig 
of the Royal College of Physicians at its meeting 9p 
Jan. 29 will strike many as evasive, indecisive, and lack. 
ing in courage. It was as follows: “ That after the plebis. 
cite and the Special Representative Meeting of, the British 
Medical Association, on March 17, a special Comitia should 
be held to determine what action could most usefully be 
taken in the interests of the public and the profession as g 
whole.” The Royal College of Physicians is determined 
to be wise after the event. The T.U.C. hospital, Manor 
House Hospital at Golders Green, is being wise before the 
event by claiming exemption from the State Hospial 
Service. 

The results of the plebiscite will be known in about a 
fortnight’s time. Whatever these results may be it is as 
well to point out that the opposition of the medical of 
fession is to certain fundamental parts of the Act and 
not to the introduction of a comprehensive medical service, 
The burden of anxiety among all professional groups is 
that service under the Act in its present form will be in- 
compatible with professional freedom. The freedom of the 
practitioner must be safeguarded in a service open to the 
whole community and paid for out of public funds under 
the control of the Treasury. To compare buying and selling 
of practices with the previous practice of buying commis- 
sions in the Army is, of course, nonsense. The man who 
bought:a commission in the Army bought a qualification 
to which he was not entitled. To state that buying and 
selling of practices involves the buying of patients is equally 
nonsense, because patients have the complete freedom to 
change their doctor. If the financial burden of buying a 
practice is too heavy for the young man to bear in these 
days then there is a case for reasoned discussion on this 
point. At the moment it is difficult to see how the general 
practitioner can maintain his professional freedom without 
ownership. But if, ‘as was suggested by the Negotiating 
Committee to Mr. Bevan, the Act was amended to state 
that remuneration for general practitioners should be by 
capitation fee only, with allowance for inducements into 
difficult areas, then this, it would seem; might offer an 
alternative safeguard. 

In the House of Commons last week Mr. Morrison, in 
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a reply to a question asking for a discussion on “ the, 


doctors’ ballot” said that if a debate took place it would) 


onset of 


and fruit 


have to be on a somewhat wider issue than the plebiscite.’ patients | 
If such a debate. does take place it is hoped that political! sion one 
partisanship will not be allowed to obscure the fact that) responde 


the medical profession has serious and well-considered 
objections to the present Act. Unless these objections are 
seriously considered and met, Mr. Bevan—and through hi 
the Government—will be acting in an anti-social manne 
in trying to operate the Act in opposition to those whe 
have to work in it. 
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ASTHMA AND MITES 

It is not surprising, in view of the general difficulty in 
arriving at precise conclusions about the status of sus- 
pected allergens in individual cases of asthma, that no final 
conclusion has been reached about the validity of the hypo- 
thesis first advanced by Carter, Wedd, and D’Abrera.!_ They 
suggested that in Ceylon certain cases of asthma asso- 
ciated with high eosinophilia might be caused by infesta- 
tion of the bronchi by mites. D’Abrera” has recently pub- 
lished further observations on six additional cases. Mites 
were found in the sputum; there was a clinical response 
to organic arsenicals given by mouth, and after this the 
mites could no longer be found. The maximal total 
eosinophil count in these cases ranged between 15,300 and 
42,000 per c.mm. These counts fell dramatically in every 
case after the administration” of arsenic, though they 
remained above the normal level. Two of the patients 
were pregnant women. One was treated successfully, and 
the subsequent delivery was easy and uneventful. The 
other was not treated and had severe respiratory symptoms 
during labour ; her baby was normal and showed a normal 
leucocyte count. In two further cases other drugs were 
tried before arsenicals were given. In one case bismuth 
and in the other organic antimony intramuscularly in the 
ps is ' usual doses had no effect on symptoms, eosinophilia, or the 
e in-# presence of mites in the sputum. In both cases “ carbar- 
yf the | ' sone” by mouth, 0.5 g. on the first three of four days and 
> & 0.25 g. for another three or four days, gave some sympto- 
matic relief and led to a fall in eosinophil count. D’Abrera 
also reports a second case (one had been described in a 
| previous communication) in which a relapse of asthma 
"| with eosinophilia had occurred several months after an 
apparent response to arsenical treatment but was con- 
al trolled by a second similar course of treatment. He regards 
rally | these cases as belonging to the same group as the “ tropical 
benagewes ” originally described by Weingarten,® and in 
' some of his patients there were radiological changes of the 

| type described in that syndrome. 
There have now been reported in patients who have 
never been to the Tropics a number of cases which conform 
to Weingarten’s description of “tropical” eosinophilia. 
Hall* investigated two patients suffering from respiratory 
symptoms of bronchitic type with distressing paroxysms of 
cough in whose blood high eosinophilia was found ; their 
by maximal total counts were 33,840 and 4,884 eosinophils 
i: per c.mm. > One man had served in the R.A.F. in India 
4M} and Colombo and had there been concerned with the super- 
_ | vision of stores in which he had been exposed to dust. The 
» IQ) other had never been in the Tropics but just before the 
the! onset of his illness had worked in a store where vegetables 
ld) and fruit were delivered in jute sacks. In the first of these 
ite patients examination of the sputum revealed on one occa- 
ical sion one degenerated mite of unrecognizable type. Both 
hat responded well to treatment with arsenic—“ carbarsone ” 
redj 0.2 g. night and morning for ten days; their symptoms 
ari were relieved and the eosinophil count was considerably 
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‘1@ reduced though still remaining above normal. Hall admits 
ae 1 Indian med. Gaz., 1944, 79, 163. 
he 2 Ibid., 414, 

tae 903. Hy 103. 


4 Brit. J. Tuberc., 1946, 40, 124. 
5 British Medical Journal, 1945, 4, 1. 





that the ial of “ pulmonary acariasis ” in the case in 
which mites were not actually found in the sputum must be 
doubtful, but is apparently prepared to accept the diagnosis 
in the first case on the native of the one degenerated mite 
on one occasion. 


The symptom-complex of asthma or paroxysmal bron- 
chitis with high eosinophilia and possibly evidence of 
pulmonary infiltration demonstrable radiologically is 
observed from time to time quite apart .from residence 
in the Tropics. In the discussion on this subject at the 
recent International Conference of Physicians it was sug- 
gested by Crofton that these cases belong to a series of 
clinical syndromes which pass by gradations from the 
benign and transient infiltrations with eosinophilia first 
described by Loeffler to the full-blown picture of peri- 
arteritis nodosa. It seems likely that an allergic reaction 
to agents unfortunately unidentified in most cases affects 
various elements of the lung-tissue—alveoli, bronchioles, 
bronchi, pleura, and arterioles—more or less severely to 
produce the varied clinical pictures. The only feature 
which clearly distinguishes the syndrome described by 
Weingarten is the response to arsenic, which has not 
generally been observed in other cases of this group. It 
is tempting therefore to conclude that in the so-called 
“tropical eosinophilia” the allergen may be connected 
with a living agent which can be eliminated by organic 
arsenicals. However, the further inference from the 
reported finding of mites in the sputum of some of these 
cases that these are the living agents postulated by this 
hypothesis requires much further investigation before it 
can be accepted. It is noteworthy that mites when present 
have usually been found in very small numbers and often 
only after the most exhaustive search. Soysa and Jaya- 
wardena,° for instance, state that in some instances a single 
specimen of sputum might be searched for five days before 
a mite was found. Moreover, although Carter, Wedd, 
and D’Abrera made careful observations to exclude the 
possibility of contamination of the sputum with air-borne 
mites after expectoration, there has been no report of an 
adequate series of control observations in which the sputum 
of subjects living under similar conditions to the patients 
and not suffering from this syndrome has been routinely 
examined by a comparably thorough technique. The mites 
reported by Soysa and Jayawardena were species of the 
genera Tyroglyphus and Tarsonemus; those found by 
Carter, Wedd, and D’Abrera belonged to eight different 
genera, representatives of more than one genus sometimes 
being found in the same patient. All the species found are 
common inhabitants of the dust of store-rooms and old 
houses. Before the hypothesis of infestation of the bronchi 
by these mites can be accepted it is clearly necessary to 
establish that mites of these several genera can maintain 
themselves and become true parasites in the bronchial tree. 
If the hypothesis is simply that the mites are inhaled in 
dust and act as allergens so long as they remain passively 
in the bronchial tree, alive or dead, it would be expected 
that on removal of the patient from the dusty atmosphere 
they would be expelled in the bronchial secretions with 
relief of symptoms. Much work remains to be done on 
several distinct and separate problems before the questions 
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raised by these interesting observations from Ceylon and 
India can be answered. The significance of the finding of 
mites in the sputum must be investigated statistically. If 
the incidence of this finding in asthmatics is significantly 
high, the behaviour of the mites in the bronchial tree and 
their potentialities as allergens and provokers of eosino- 
philia in affected and in normal subjects will need investi- 
gation. Whatever the result of these investigations, there 
will remain, related or unrelated, the further problem of 
the mode of action of organic arsenicals in relieving the 
symptoms and reducing the eosinophilia in one group of 
broncho-pulmonary disorders associated with eosinophilia. 








CLINICAL PATHOLOGY 


The Association of Clinical Pathologists celebrated its 
twenty-first birthday with a dinner on Friday, Jan. 30. 
The birth of this association was announced in our corre- 
spondence columns on Jan. 1, 1927, in a letter signed by 
ten practitioners of pathology, among them being Dr. S. C. 
Dyke, heralded at the dinner as the founder of the new 
association. The B.M.A. at that time had appointed a 
special pathological committee to look into the question 
of facilities for pathology. 

In a leading article in 1926' we observed : “ Pathological 
investigations of clinical material are an essential to good 
medical work. . . . Further, the technical elaboration of 
many modern pathological investigations is such that a 
practitioner, with rare exceptions, will not himself attempt 
them as part of his regular clinical work but must rely 
upon the assistance of medical colleagues who devote them- 
selves to what is commonly known as clinical pathology.” 
The B.M.A. may therefore claim to be, if not one of the 
parents, at least one of the god-parents of the now thriving 
Association of Clinical Pathologists. The B.M.A. has now 
been able to round off its parental duties by publishing in 
conjunction with the clinical pathologists the new and 
excellent Journal of Clinical Pathology. In its earlier 
years the association was more in the nature of a club 
and enjoyed the friendliness and informality found among 
men-and women with a common interest. It has now 
grown into an institution with rules and regulations and 
officers. But the-dinner last Friday showed that though 
it had now reached years of discretion members of the 
Association of Clinical Pathologists still preserved the verve 
and informality of its youth. The President, Dr. Cuthbert 
Dukes, proposed a charming toast to the past, and Dr. S. C. 
Dyke eloquently demonstrated that the past was still present 
and indeed in very good form. 

The medical profession is now more conscious than ever 
before of the importance of clinical pathology and of the 
need for its services to be available to the practising doctor. 
During the past 21 years the advances in medical know- 
ledge have been almost bewildering in their extent and 
complexity. No one small head can possibly hold all there 
is to be known. To meet this the idea of health centres has 
been mooted. We may doubt, however, whether the group- 
ing of ten or twelve general practitioners in one building 
is the right answer to a difficult question. What is needed 
is the grouping of the facilities of medical science so that 
recent knowledge can be applied to the benefit of the patient 
and of the general practitioner. The clinical pathologist 
has the new knowledge and the new weapons which both 
. need. He has, indeed, a key part to play in the evolution 
of a reformed medical service, and the problem of the 





1 British Medical Journal, 1926, 1, 205. 


moment is to see that the medical practitioner has quick 
and easy access to the resources of clinical pathology. The 
practitioner of medicine has much to learn from, and alsg 
much to teach, the clinical pathologist. It should be mac 
possible for the two to work in closest co-operation. This 
is the answer to the question we put in 1926, “ Should the 
pathologist be a colleague of the clinician, or a veileg 
oracle whose methods and the quality of whose work May 
be unknown or very little known?” 





THE WORKING OF REGULATION 33B 


Defence Regulation 33B was born on Nov. 5, 1942; op 
Dec. 31, 1947, it passed peacefully away, to the regret of 
many, though in its short life it did not achieve any very 
spectacular results. Until the early years of the recent war 
voluntary methods in the tracing of contacts had proved 
highly successful in reducing the V.D. rate in this country, 
but by the autumn of 1942 the serious rise in the incidence 
of syphilis, with its consequent effects on the members of 
the Armed Forces, particularly those of the Allies, com- 
pelled the Minister of Health to take stronger action. The 
Regulation was directed mainly against those infected per- 
sons who declined to attend voluntarily for treatment and 
who therefore remained sources of infection. For various 
reasons the Regulation was unsatisfactory to administer, 
chiefly because few infected persons were willing to state 
the sources of their infections, and obviously in fewer 
cases was it possible to prove that a single individual had | 
infected two or more persons—a necessary preliminary to 
formal action. Nevertheless, a not inconsiderable number 
of persons were found and brought under treatment as a 
result, though the number of occasions on which compul- 
sion was exercised was exceedingly small. Most of the 
successes Obtained were through the medium of Service- 
men, who were less reluctant than civilians to name the 
sources of their infections, though this was offset to some 
extent by the fact that a very considerable proportion of 
these were strangers in the neighbourhood where they 
were stationed, and therefore less likely to know the names 
and addresses of their consorts, and this applied particu- 
larly to U.S.A. troops. As might be expected, the vast 
majority of notifications concerned women, and only occa- 
sionally did a woman name a man as responsible for her 
infection. There was always the chance that uninfected per- 
sons might be named through spite, or even for purposes 
of blackmail, but this seems to have been quite unusual. 

After the Regulation had been in force for some time it 
was decided that action might be taken on a single notifi- 
cation, though of course in such cases no compulsion could 
be used. This proved distinctly encouraging where it was 
employed with vigour and tact, and doubtless was respon- 
sible for numerous persons being brought under treatment. 
Nevertheless some medical officers in the U.S. Forces could 
not understand why in this country it was not always pos- 
sible to compel a woman to undergo treatment when it 





appeared reasonably certain that she was a source of infec- | 
tion. The principal administrative objectign to the Regula- | 
tion was the complicated procedure necessary, and this at- 
a time when medical officers of health were more than 

usually busy with other health matters, and venereologists, | 


' much depleted in numbers by the demands of the Services, | 


were being overworked. However, it can be said with 
confidence that Regulation 33B, admittedly only a wartime 
measure, served a useful if somewhat limited purpose. I 
has at least had a marked effect in stimulating clinics and 
health authorities to take an interest in contact-tracing. 
Perhaps it is a pity that it should have died a natural death 


1 Dalrymple-Champneys, W.. Brit. J. vener. Dis., 1947. 23, 101. 
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_. 8 ata time when V.D. still takes a heavy tall, though modern adrenaline, but, unlike adrenaline, it causes a fall of blood 
quick : é, : 3 ‘ 
methods of treatment, and especially the use of penicillin, pressure. This effect is not likely to be appreciable when 

The have brightened the prospect to an extent undreamt of isopropyl adrenaline is used therapeutically, since the 
| alse twenty years ago. amount required is so small. The properties described 
made Although almoners have played an important part in by Konzett have been confirmed recently by Lands, Nash, 
This the larger V.D. clinics for many years past, some clinics and their colleagues.* It is to be hoped that isopropyl 
d the and health departments had never tackled the social prob- adrenaline will be made available in this country. 
felled lems connected with the disease until Regulation 33B 

may} came into existence. 

The Ministry of Health has just issued a circular (5/48) THE PREVALENCE OF DIABETES 
stressing the necessity of continued contact-tracing by The incidence of diabetes is unknown, although some ideg: 
voluntary methods, and pointing out that particulars should of its prevalence can be obtained from the mortality returns. 
be obtained from the patient only by persuasion and that Not all the deaths of diabetic persons are recorded as due 

:on} his or her permission should be obtained for an approach {9 diabetes, and since the introduction of insulin the pro- 
et of | to be made to the person thought to be the source of his portion of deaths assigned to other causes has increased. 
very} or her infection. . This, no doubt, is what all good clinics Marks' has. reviewed the recent studies of diabetes. in 
‘war } are doing, and results will depend on the energy and tact America. The evidence suggests that the deaths front dia- 
oved | with which this policy is pursued. ; betes may be understated by as much as 50% and that the 
ntry, On the other hand, the Union Internationale contre le numberof diabetics in the general population is equivalent 
lence} Péril Vénérien passed a resolution at its General Assembly to a rate of 3.5 per 1,000. Since the introduction of insulin 
rs of | held in Paris in October, 1947, advocating that compulsory _ the diabetic patient has had a longer expectation of life and 
com-}| powers should be sought, nationally and internationally, this has been associated with an improvement in working 
The} {0 treat those in a contagious state who refused to come capacity. An apparent paradox is that the death rate from 
per- forward. Probablyesuch powers would be more effective diabetes has increased during recent years. 
and} on the Continent, where, in parts at least, the population mortality is due to the relative increase in the population 
rious is more fluid, individuals more elusive, and contacts more at older ages, especially females, among whom the incidence 
ister, difficult to trace than in Britain. The U.I.P.V. also resolved of diabetes is higher. In America the incidence of diabetes 
state) that the World Health Organization should help in defining shows a steady rise with increasing age up to a maximum 
ewer | the minimum requirements for combating venereal disease in the early seventies. The National Health Survey con- 
had) in each country and formulate the measures required to ducted by the U.S. Public Health Service revealed that less 
'y to) trace infective contacts beyond national frontiers. These than 1 per 1,000 of the population-were diabetic at ages 
nber problems and others related to the control of venereal under 30; in the early seventies the rate was 15 per 1,000 
as a disease—such as general education, provision of specific for males and 25 for females. 
\pul- | information, and special measures for defaulters from Hanssen,” in a study of the mortality, morbidity, causes 
the | treatment—will be studied by a special committee of the of death, and complications of diabetes mellitus in Bergen 
vice.) U-I-P.V., which will co-operate with Unesco. in the period 1925-41, found that the rate of incidence in 
the | 1941, when supplementary rations were issued to diabetics, 
ome | was 3.8 per 1,000, being 3.2 for males and 4.3 for females. 
n of The corresponding rate in Oslo during this period was 4.8 
they A NEW SUBSTANCE FOR ASTHMA per 1,000. Although the rate of incidence in Bergen is 
mes} Adrenaline is still the most reliable agent for the relief of Similar to that in America, the age and sex distribution 
ticu-| bronchial asthma. In recent years it has been given not Varied. The age of, onset of diabetes in Bergen is appar- 
vast! only by subcutaneous injection but as a fine spray pumped tly from five to ten years later than in America. 
cca-| into the back of the throat and inhaled. For this purpose Bergen there was no difference between the sexes in the 
her | a1% solution is used. When adrenaline fails to give relief | liability to develop diabetes up to age 60; 
per-| in more severe asthmatic attacks—for example, bronchitis the trends for males and females diverged from age 30, 
oses | —theophylline may be injected intravenously, dissolved in 44 between the ages of 45 and 65 the rates for females 
sual. } a suitable solvent such as ethylene diamine. __ were approximately double those for males. 
re it A further addition to anti-asthmatic substances is a Of diabetic ees in Bergen were analysed and it was 
tifi-| derivative of adrenaline, the properties of which Konzett’ found that 58% of the deaths of male diabetics and 68% 
yuld | described in 1940. Adrenaline has an amine group at the of the deaths among females were registered as deaths from 
was} end of its side chain in which one of the hydrogen atoms is diabetes: The distribution of deaths by causes, onpliting 
on-§ substituted by —CH;. Konzett found that replacement of est i whi Giabetes meBitus ar ergees as the only 
ent.{ this meythl group by an isopropyl group resulted in a sub- oe oa o death, —? canes come 8.2%, af ee 
uld} stance which was 10 times as powerful as adrenaline in “©S'0S 46 % , infections 22%, tuberculosis 4.1%, and other 
90s-f relaxing bronchial spasm produced in the anaesthetized aaa oat evi mee mt yi oe 
n it} dog. He examined other related substances: N-ethyl . 3 d sg sony two mig ng os ‘ Thi “* ae 
fec-| adrenaline was 3 times as potent as adrenaline : N-propyl- Bae Conths [rom GEher CHNSES ID CrenetEee, 2 ee 
tion would permit of a more accurate comparison of the 
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' and N-butyladrenaline weregabeut equal in potency to 
| adrenaline ; 
| 10 times weaker. 
| sympatol, which differs from adrenaline in having only one 


and, finally, N-isobutyladrenaline was about 
The substance neosynephrine or meta- 


—OH group in the benzene ring, was also found to develop 
great power to relax the constricted bronchioles when an 
isopropyl group replaced the methyl group in the side 
chain. 

Isopropyl adrenaline (now manufactured in the U.S.A. 


as “ isuprel”’) has an action on the heart similar to that of 





This rise in 


In 


in America 


The deaths 


trends in diabetes between different countries than is 
possible at present. 





B.M.A. ISSUES WRIT 


The British Medical Association has issued a writ against 
the editor and publishers of the Daily Mirror, claiming 
damages for libel and asking for an injunction. The 
matter complained of includes passages which have recently 
appeared in the Daily Mirror relating to the plebiscite. 





1 Arch. exp. Path. Pret. 1940, 197, 27, 41. 
2 J. Pharmacol., 1947, 90, 110. 


1 New Engl. J. Med., 1946, 236, 2: 
2 Acta med. scand., 1946, 125, ioe. 178. 
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HEALTH OF THE SCHOOL CHILD IN WARTIME 


Much that appears in the report of the Chief Medical Officer of 
the Ministry of Education on the health of the school child 
during the war years’ is familiar, though it is useful to have it 
embodied within the buff covers of a Government document. 
Assessments of the nutrition of school children, problems of 
evacuation, and of the incidence of infectious diseases have all 
been the subject of copious writings and tabulations. On the 
whole, whatever may have happened to other sections of the 
community, the health of the school child, and also of the pre- 
school child, was maintained and even improved during the war. 
From the first he was, rightly, a high priority, a most-favoured 
customer. 


Families Sundered 


It is true, of course, that the war exposed school children 
to many disadvantages and perils. Families were sundered, 
education interrupted, the normal rhythm of life broken. The 
three-quarters of a million children who were evacuated at the 
outset of the war and those who took part in the three subse- 
quent waves of evacuation may have benefited by the change 
of air and scene, but it is doubtful whether this compensated 
for the effect of a strange and to them unnatural environment. 
In town areas large numbers of children remained exposed to 
aerial bombardment and slept in shelters. This report, by the 
way. sounds a little complacent when it says that “ taking the 
child population as a whole [it] . . . stood up to aerial bom- 
bardment with its accompanying terrors with the same courage 
and fortitude displayed by the civilian population generally.” 
The medical officer of one borough on the outskirts of London 
says, “ Enfield children learned to take air raids in their stride.” 
Surely with children it was neither a question of courage nor of 
timidity, but a reflection of the attitude of the adults in charge 
of them. 

As against these factors certain advantages have to be re- 
called. Dr. J. A. Glover summarizes them from the point of 
view ef nutrition. A campaign for a complete school meals 
service reached its immediate target—a million dinners a day— 
in October, 1942, and by October, 1945, the number of dinners 
served daily reached 1.840,000, and during those same years 
about 3,300,000 pupils in primary and secondary schools were 
having extra milk. Added to this were the improved nutritive 
qualities of national bread and flour, and the general increase 
in the income of parents. which raised the standard of home 
feeding. An assessment of the nutritional state of elementary 
school children seen at routine medical inspections in England 
and Wales during the six war years and the five previous years of 
peace gives the proportion who showed “ excellent” nutrition 
as rising from about 14.5% in the pre-war period to 16.3%, in 
1945. The proportion showing “normal” nutrition, about 
74.5%, scarcely varied throughout the entire period. The pro- 
portion of “subnormals” fell slightly, while the proportion 
described as badly nourished, averaging 0.6% in the five pre- 
war years, stood at 0.3°, from 1942 to 1945. In brief. the 
nutrition of the school child was maintained and almost cer- 
tainly improved during the war. Deficiency diseases were 
hardly seen at all. 


The Common Infections 


Again, whatever the cause, the common diseases of childhood 
were. in general, less frequent and showed a diminished 
virulence. The fall in the death rate from diphtheria is most 
noteworthy. Among children aged 1 to 5, during the years 
1931-S this rate was 46 per 100,000 living; by the last year 
of the war it had fallen to 10. Measles. whooping-cough, and 
scarlet fever showed the same tendency. The one disease which. 
immediately on the outbreak of war, showed a high prevalence 
was cerebrospinal meningitis. The high prevalence continued 
until 1942 and over-topped any previous epidemic of that 
disease in this country, but thanks to the revolution in treat- 
ment effected by the introduction of the sulphonamides the 
death rate fell from about 60% to 20%. The other great 
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crippling nervous disease, anterior poliomyelitis, fortunately — 
spared this country during the war years. Infant mortality” 
during the recent war was only about half of what it was during” 
the war of 1914-18. The mortality of children of school age 
showed a similar fall, and the mortality of children aged from 
1 to 5, which was rather over 15 per 1,000 living in the decade 
1911-20 and has been falling ever since, reached the lowest 
figure, 2.6, in 1945. ; 
Much was made at the time of evacuation of the prevalence 
of pediculosis amongst city children, and of the increase inv 
scabies, but nothing was said about ringworm, a major problem 
in the early days of the school medical service, which became: 
negligible during pre-war year's, and during the war showed 
only a slight recrudescence in certain areas. é 
The treatment of school children, especially in the clinics for 
diseases of the eye and of the ear and for orthopaedic defects, 
was maintained during the war; foot clinics were actually 
extended. Child guidance was considerably expanded. (The 
setting up of a child-guidance clinic is now a duty of the local 
education authority in every area.) Another service which went — 
on developing during the war was speech therapy. Before the 
war about 90 local education authorities, following the lead of 
Manchester ‘as far back as 1906, had appointed speech 
therapists ; by the end of the war the number was I15. It is 
said in this report that 500 whole-time speech therapists will-be- 
required to provide a satisfactory. service, and that between 
| and 2% of English children have speech defects which require. 
treatment. 


Activities Maintained and Extended 


Altogether, the school medical service has reason to be preud 
of its achievement. It was disrupted at the outbreak of war. 
In the evacuation areas its work was largely suspended ; ir the 
reception areas the conditions were chaotic. It suffered from 
the call-up of its personnel, and even where its numerical. 
strength was maintained its functional strength was decreased. 
Nevertheless, essential activities were maintained and some 
activities extended. It was during the war, too, that the Educa- 
tion Act, 1944, was passed—an Act making medical inspection 
an essential and integral part of the school regime and laying’ 
it down as the duty of the authorities to ensure that, with the 
exception of domiciliary treatment, “comprehensive facilities 
for free medical treatment are available.” 

This report, above the signature of Sir Wilson Jameson, is 
a composite document made up of contributions from the 
medical staff of the Ministry. Some of the chapters are of 
special interest, notably one on the child-guidance service, 
another describing the adaptability and improvisation which were 
called for during the war by those in charge of the special 
schools for the handicapped, and a third a review of the medical 
provisions of the Education Act. The final chapter is on health 
education in the schools. Perhaps on this last point it might be 
said that the chief factor in promoting health education in the 
schools would be a high standard of cleanliness and sanitation 
in the school buildings themselves. It is encouraging to learn 
that steps are being taken to ensure the modernizing of school 
buildings and furniture, which includes lavatory and sanitary 
accommodation. Many schools are admittedly far below 
present-day standards of hygiene, and to impart health educa- 
tion in such circumstances must be difficult if not impossible. 


Hygiene Council (Tavistock House North, 
Tavistock Square, London, W.C.1) has issued three interesting 
pamphlets (price 6d. each). In Over-population as a World Problem 
Sir John Megaw discusses some of .the many problems that arise 
from man’s remarkable capacity for the ‘reproduction of his species. 
He advocates: education as a key to the solution, though in itself 
it is not enough. Dr. C. Fraser Brockington in Problem Families 
discusses some of those feckless families which have in recent years 
been closely studied. He points out that the importance of these 
families is greatly in excess of their number, partly because indi- 
vidually they are usually large. In discussing their rehabilitation 
he emphasizes that each must preserve its identity. Delinquent 
children are'the subject of W. F. Roper’s When the Family Fails. 
He outlines the case histories of several young delinquents, and 
points out that the social defects favouring delinquency tend to 
be handed down from one generation to another; possibly some 
25% of the population is involved. 
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Preliminary Sorting 


PLEBISCITE IN PROGRESS 


The posting of plebiscite forms to every member of the pro- 
fession whose name is on the Medical Register was completed 
on Thursday, Jan. 29. In conducting a plebiscite of this kind 
the two overriding considerations are accuracy and secrecy. 
Two groups of people will be involved in the process of 
checking and counting. The initial sorting and counting will 
be done by clerks at the Headquarters of the British Medical 
Association. Their findings will be checked at every stage by 
the Association’s auditors, Messrs. Price, Waterhouse, and Co., 
under whose supervision every step in the plebiscite has been 
conducted. 

The first check that was made by the auditors was de- 
signed to ensure that forms were posted to every doctor. 
Names were taken at random from the 
Register and were then checked against 
the sealed envelopes which were ready to 
be sent out. Addresses were taken from 
the Directory and the B.M.A. records 
since those in the Register are often out 
of date. The bags containing the batch 
of envelopes were controlled by the 
auditors until they were handed to the 
Post Office. “The first plebiscite forms 
were returned on Monday, Feb. 2, and 
since then there has been a Steady stream 
each day. The big majority have been 
returned in the business reply envelopes 
which were sent out with the forms. All 
these envelopes are delivered to what, for 
the moment, is known as the Plebiscite 
Room, which for obvious reasons is 
strictly out of bounds to everyone not 





engaged in the actual counting. The 
envelopes are opened in batches of 
4,000, and in the first instance are 


divided according to the colour of the 
plebiscite form. Doctors in England and 
Wales received blue plebiscite forms, 
those in Scotland received pink forms, 
and alien doctors received grey forms. 

The numbered and sorted forms are 
then separated into “Yes” and “No” 
groups under Question A—or, more pre- 
cisely, into ““ Approve” and “ Disapprove” 
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groups. At this stage, too, all those voting 
papers which are invalid are separated. 
Each plebiscite form is stamped with a 
serial number which varies in colour 
according to whether the answer to the 
first question is “ Approve” or ~ Dis- 
approve.” Other colours are used in 
stamping the numbers on forms which 
are invalid and forms which do not indi- 
cate the voter's professional category. 
There follows a first check against the 
batch total, supervised again by the 
auditors. Invalid votes added to the 
total numbers saying “ Yes ” or “ No” to 
Question A in the three main groups— 
England and Wales, Scotland, and alien: 
—must total 4,000. 

The next phase of the operation is the 
division of the same three batches into 
the 19 categories indicated on the plebi- 
scite form. These are separated out into 
38 baskets according to whether the first 
answer is “ Yes” or “ No.” Two clerks 
check the total number of forms in each 
of these baskets and record the answers 
on a tally sheet. Working in pairs, they 
check each other's findings and totals 
independently, and all the figures on 
the tally sheets are then added up 
and again carefully checked. At each 
stage the findings of the individual clerk are tested once 
more by the representatives of Messrs. Price, Waterhouse, 
and Co. This same procedure is repeated with the forms 
in categories 1- to 4, inclusive, a second time in relation to 
Question B, and a third time on Question C, and at each 
stage there is again a check against the basic figure in these 
categories. At the end of each day the representatives of 
Messrs. Price, Waterhouse, and Co. are sealing all the forms 
on which work has to be continued on the following day. A 
few doctors have returned the plebiscite forms in an ordinary 
envelope, which has been dealt with in the usual way in the 
different departments of B.M.A. House. When the last plebiscite 
was conducted some doctors returned their plebiscite forms in 
ordinary envelopes together with subscriptions, which were 
welcomed, contributions to charity, which were gratefully 
received, indignant letters, to which soothing replies were sent, 


Separation into Categories 
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and one doctor enclosed with his plebiscite form a number of 

B.U.s—which was not understood. The same sort of thing is 9 

happening again, and these few forms are being specially THE CONSULTANTS’ VOTE 
checked. It has also been necessary to send out a number ‘ 

of letters to doctors who have omitted to indicate the ‘SEVENTY TO ONE” REJECTION AT MASS 


type of professional work in which they are engaged. It would 
be simple enough to look these people up in the Directory or 
the B.M.A. card index to find,out whether they are general 
practitioners or whole-time officers in the public health service, 
but it has been thought better in each instance to make sure 
that voters are classified according to their own conception of 
the work on which they are predominantly engaged. In these 
cases the plebiscite forms are not returned but are filed sepa- 
rately to await the reply indicating under which category the 
answers to Questions A, B, and C are to be counted. In the 
Plebiscite Room, therefore, at the end of each day it is known 
how many forms have been received and how the voting has 
gone under the three questions and in relation to the three 
main groups‘ of practitioners, classified into the nineteen 
different categories. 

All the forms which have been dealt with will be destroyed. 
Once the plebiscite is over there will remain only a series of 
totals which have been checked and rechecked. 

It is worth stressing again that not only will the way in which 
individuals voted not be divulged, but once this complicated 
process of checking, counting, rechecking, and adding up 
is completed it will be quite impossible to find out how any 
individual voted. 

The ‘plebiscite forms issued to practitioners in England and 
Wales and in Scotland refer to the “ National Health Service 
Act, 1946.” Lest there should be any misunderstanding, it 
should be appreciated that the pink forms issued to practi- 
tioners in Scotland refer to the “National. Health Service 
(Scotland) Act.” 

The plebiscite closes on Feb. 14, and the counting will con- 
tinue over Sunday, Feb. 15. Over the fourteen-day period 
from the receipt of the first forms to be returned there will 
inevitably be some dislocation of the normal work of the Head- 
quarters staff. Letters on the hundred and one subjects which 
arrive every day in the ordinary course of events may not be 
dealt with quite so promptly as usual. 

The final results of the plebiscite will be made known to 
the Council of the B.M.A. at a special meeting which has been 
called for Wednesday, Feb. 18. The results will then be pub- 
lished in the Journal and elsewhere, and the Council will report 
to the Divisions and ask them to instruct their representatives 
on the final decisions which have to be taken at the Representa- 
tive Meeting which will be held on March 17. 








RETURN OF PLEBISCITE FORMS 


The plebiscite forms are flowing in thick and fast. Whatever 
your views, please vote, and if you have not already returned 
your plebiscite form send it in as soon as possible. 





A circular from the Ministry of Health to voluntary hospitals 
discusses the superannuation scheme of the National Health Service.” 
It states that in some cases governing bodies have found difficulty in 
dealing with the statement of pension expectations for individual 
staff because there is no clear evidence of past practice or intention 
prior to March 19, 1946. It points out that the Minister does not 
wish any officer to lose superannuation benefits which he would 
have had in his present employment simply because the intention of 
the governing body had not been expressed before the date the 
significance of which they could not have been aware of beforehand. 
Where the purchase of annuities is impossible, the Minister would 
not rule out a declaration of intention subsequent to that date, pro- 
vided the board affirm that the intention existed in respect of the 
named person prior to that date and had not been influenced by the 
forthcoming transfer of the hospital. It points out that if forms 


§.D.2g and 2f have already been returned the governing body may 
still submit a further statement in respect of any officer if they wish 
to do so after considering the circular. 





MEETING IN LONDON 


A crowded meeting of the consultants and specialists of London 
and the Home Counties was held in the Great Hall of B.M.A. 
House on Tuesday evening, Jan. 27. It was presided over by 
Mr. A. M. A. Moore, chairman of the Consultants and 
Specialists Committee of the Association, who was supported 
on the platform by Lord Horder, Mr. Dickson Wright, 
Dr. Geoffrey Marshall, and others. After the speeches, which 
lasted nearly two hours and a half, the following resolution 
was carried by 766 votes to 11: 

That in the opinion of this meeting consultants and specialists 
should not take service under the National Health Service Act until 
it has been modified so that agreement has been reached between 
the Government and the profession as a whole. 


* Towards Totalitarianism ” 


Lord Horder, who was received with cheers, said that when 
he was asked to speak at that meeting he had demurred on two 
grounds, the first that as it was now some years since he ceased 
to be a visiting physician at his hospital it might reasonably 
be said that his own future was not at stake, and the second that 
he had said all he wanted to say on the matter at a meeting in 
the Marylebone Division and in the Press. His objections had 
been overruled. As to the first, he was quite willing to let the 
young leader-writer of The Times have his gibe about elderly 
doctors. The Times leader wobbled a good deal. But the 
wobbling was perhaps determined by some uncertainty as to 
the issue of this present struggle. On the whole the Press took 
the side which one would expect, according to the party affilia- 
tion of the particular journal. In the widest sense of the word 
he thought it was a party issue—an issue between collectivism 
and individualism. 

“Here, as I see it” (Lord Horder continued) “is the crux 
of the present struggle. I believe we have more and more of 
the thinking public with us. I believe that the public is looking 
to the medical profession to be the first body of responsible 
citizens possessing prestige and possessing—let us not blink 
the fact—public confidence to make a concerted stand against 
regimentation, to cry ‘Halt’ to this mad march towards 
totalitarianism. (Applause.) 

“Well, if that is a party business, I am not ashamed of being 
a party man. I see that the British Medical Journal has begun 
to quote Herbert Spencer. But the most apposite of Herbert 
Spencer’s dicta is one that I myself quoted three years ago 
when I asked the question, ‘Shall we nationalize medicine ?’ 
Referring to Lincoln’s historic remark that ‘ the price of liberty 
is eternal vigilance,’ Spencer said: ‘ But it is far less against 
foreign aggression against liberty that this vigilance is required 
than against the insidious growth of domestic interference with 
liberty.” Someone has said that he would have loved freedom 
at all times, but in the time in which he now lived he was 
ready to worship freedom. We have been charged with putting 
emotion before intelligence. An old pupil of mine—he 
writes no worse for that, at all events he writes clearly—in the 
Spectator this week goes further and says that the whole issue 
is religious rather than political. Well, here is emotion to the- 
nth degree, and I am sympathetic with it.” 


The Vital Question of Freedom 


After stressing that this was a meeting of consultants and“ 


specialists and of research workers, Lord Horder went on: 
“This question of freedom is vital to us. The consultant’s 
services must be open to any practitioner who advises his 
patient that such service is desirable, and the service must be 
available whether in an institution or in the home. The re- 
search worker must have full liberty to publish the results of 

his work uncensored. 
“Is it conceivable that these freedoms will be enjoyed under 
the present Act? To me it is not conceivable. Although IF 
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have said that we must stand by the general practitioner in this 
jssue and resist to the uttermost any attempt at cleavage in the 
profession, I still say that in our own interests as consultants 
and specialists we must not be led into this trap.” 

It had been pointed out that the contract between hospitals 
and specialists would not be ready by the “appointed day.” 
Here he read a letter which he had received from Sir William 
Douglas, of the Ministry of Health, to whom he had written 
saying that a number of his colleagues were rather worried as 
to their position as members of the honorary staffs of volun- 
tary hospitals. Sir William replied that the general position 
was that there would be agreed arrangements for both volun- 
tary and other bodies of staff, but that at first, no doubt, the 
Service would begin with staffing arrangements “ much as they 
are now.” Therefore there was plenty of time. Nobody need 
hustle to sign anything. ; 

“What is the actual position at the moment in Greater Lon- 
don in this matter of payments made to members of the staff of 
voluntary hospitals? At my suggestion Mr. Eric Steeler took 
great pains about this business and canvassed 79 voluntary 
hospitals. He got replies from no fewer than 74, so that the 
interest in this matter is obviously very much alive. In 49 
(66%) no payment is made so far; in 19 payment is made 
either on a sessional basis or in a lump sum; and in six hos- 
pitals the question is under discussion. This result struck me 
as not being very satisfactory because it shows that until to-day 
there is no sort of agreed policy in regard to this matter, and 
it does seem to me that there should be an agreed policy ; and 
why not have that policy as soon as possible, if not, indeed, 
to-night ? (Applause.) 

“I say ‘an agreed policy’ because I personally regard the 
position as an unfortunate one. But this view I take pre- 
supposes that it is desirable that we should as a profession 
stand united on this issue.” 

Lord Horder said in conclusion: “If we yield to this terrific 
concentration of power that the Act as it now stands places 
in the hands of one man I say without hesitation that we are 
selling our heritage. The full effects will not be seen in July 
next : they will be seen months after that, for things will worsen 
and not get better as time goes on. It was a wise man who said 
‘Power tends to corrupt, and absolute power tends to corrupt 
absolutely” That is what we shall see eventually if we give 
way now.” (Loud applause.) 


Consultants Have Lacked a Lead 


Mr. Dickson Wright said that he did not think at that meet- 
,ing they should discuss the general practitioner attitude at all. 
bere general practitioners were well able to take care of them- 
selves. 

The Act would enable the Minister, without any further 
application to Parliament at all, to proceed to a full-time 
salaried service. He could, if he wished, abolish private prac- 
tice, and in between such an extreme and the present arrange- 
ment he could inflict various injustices upon the profession. 
He was going to abolish the whole system of hospitals built up 
over centuries in this country. 

“ Once we take a salary the medical committees which play 
a big part in the running of hospitals will disappear. A medical 
committee is unthinkable when all the members sitting on it 
are paid a salary by the hospital in which they meet. Several 
boards of management have intimated to the medical members 
on their committee that, being in receipt of salary, while they 
may attend the meeting they must not vote. Presently the posi- 
tion will be reached in which they will come in as the matron 
or steward comes in and says something and then goes out. 
That is the menial position to which we should be reduced in a 
State Service. 

“One thing we do not want to happen. We do not want 
anything that consultants may do to have the effect of weaken- 
ing the stand taken by the general practitioners. (Applause.) 
There is nothing that would please the Minister more. Already 
it has been announced that the Minister has secured substantial 
agreement with the consultants over this hospital scheme. I 
should like an emphatic statement to go from this meeting that 
we are not going to let the general practitioners down. (Loud 
applause.) If we had all been rallied earlier there would have 
been no doubt on that issue. 


The New Health Bureaucracy 


“I have already mentioned that the Medical Committee will 
cease to function eventually. It will not do so at once. . . . But 
eventually any control of the hospital by the profession will 
vanish. In point of fact, by working for our hospitals for 
nothing—practically the only people who were doing so—we 
were able to establish a certain control. We had an indepen- 
dent position. In future no non-teaching hospital will be able 
to elect its own staff. We shall have to wait and see what the 
Regional Board sends down to us. We shall have no say at all 
in the choice of the men with whom we have to work. In the 
teaching hospitals almost the same thing will obtain in time. 
The Minister has to appoint chairmen of all these committees. 
Why cannot he leave the committee to elect their own chair- 
men? The reason is that he wants to have these chairmen paid 
servants of the Ministry, and then the committee no longer 
matters. At present we have got a part-State Service running. 
The chairmen of the Regional Boards are not paid, but they 
get expenses. Their secretaries and assistant secretaries, archi- 
tects and assistant architects, treasurers and assistant treasurers, 
auditors and assistant auditors have been appointed. This is 
the Service that, the Minister said, would not cost a single 
servant more than we had at present. This Service is going to 
bring in a whole lot of people to make a jolly good living out 
of medicine who have not bothered to go through six years 


to qualify ! ” 


The Staffs of Non-teaching Voluntary Hospitals 


Mr. N. Ross Smith spoke as a member of a staff of a non- 
teaching voluntary hospital, though in a personal, not a repre- 
sentative, capacity. There had been some doubts as to the 
relation between staffs of teaching and of non-teaching hospitals, 
but the staffs of both were alive to the dangers of becoming 
employees in a total State-medical service. They faced the 
same issue of personal and professional freedom.; He hoped 
that every specialist would give a properly considered answer 
to the questions in the plebiscite. A year ago, when 46% of 
specialists voted “ Yes,” many of them had not studied the 
situation. Now, having read the report of the Negotiating Com- 
mittee and the reply of the Minister, they could hardly answer 
otherwise than “ No.” 

The specialist was, in his view, in an even more dangerous 
position than the general practitioner, for if the general prac- 
titioner gained his four points—retention of goodwill, freedom 
from direction, payment only by capitation fee, and appeal 
to the courts against dismissal—he would be a relatively free 
man even though operating the Service ; but the specialist, who 
was at present a free man, limited only by the traditions of his 
profession, was certain to become an employee in a State-owned 
hospital, for a hospital appointment was vital to him. If he 
had no alternative to State practice he certainly had no freedom. 

The nationalization of medicine was but one further step 
towards universal State administration and employment which 
had proved so disastrous to human freedom and happiness in 
other countries. 


The Third Question in the Plebiscite 


The third question in the plebiscite (Mr. Ross Smith con- 
tinued), the question of undertaking not to enter the Service 
if the requisite majority were secured and if so advised by the 
B.M.A., must exercise the minds of all specialists. There would 
be a tremendous “ No” to the first two questions, but unless 
the third question were answered according to the same logic, 
and they stood by their undertaking, the earlier answers would 
be of no value. 

It had been said that specialists need not worry about this at 
present because they would not have to make their personal 
decision until some months later than July, and by the time they 
had to decide finally the fight would be over, having been won, 
it was hoped, by general practitioners. Moreover, it suggested 
rather a low level of courage for specialists to leave the fight to 
them. Specialists in that event would be in the extraordinary 
position not only of standing by while general practitioners 
carried on the fight, but of aiding the Minister to continue with 
a large and essential part of the Service. The specialist himself 
in hospital would continue to work in an honorary capacity or 
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perhaps with some interim payment, not knowing what his final 
terms and conditions were to be ; and meanwhile the hospitals 
would be open without charge to persons of all grades of in- 
come, so that there would be more concentration of public 
patients and less private practice—the private practice to which 
the specialist would have to look for most if not all of his 
income. 

If, on the other hand, the specialists decided to fight at the 
same time as the general practitioners, and in the same way by 
refusal to participate in the Service, it would mean cessation 
of service under the Act unless the Act was amended. That 
would be drastic action, but what would be the moral difference 
between that action and the action of general practitioners, or 
between cessation of service on July 5 and withdrawal at a later 
date ? 

The Chairman at this point said that the Council of the 
Association and the Representative Body had given this matter 
the fullest possible consideration. When they acted they would 
act, he hoped, as a united profession. If the.consultants were 
determined not to sign contracts if presented to them, there was 
no possibility of the hospitals continuing to function without 
their assistance. They would go on working in the hospitals 
until the day came when the agreement was reached with the 
whole profession and they were ready to sign contracts which 
they considered suitable. 


“ The Best Medical Profession in the World ” 

Sir Reginald Watson-Jones said that in his most recent pro- 
nouncement the Minister had reminded them that since 1942 
the ideal of a comprehensive health service had been actively 
pursued, and asked why the people should wait longer. On the 
face of it a reasonable question. But before it was answered, 
let it be said that the people who were waiting for it had 
already in this country the best medical profession in the world. 

“It is with that background that we must consider these new 
proposals. It is with that background that we must refrain 
from being unduly hasty in seeking further improvement, which 
improvement, of course, it is the aim of everyone to achieve. 
The few years since 1942 are but an hour in the history of this 
profession. Let us then consider the position calmly, with 
none of that inflammation of the mind against which the 
Minister warned us in South Wales a few days ago—unfor- 
tunately going on to make a most inflammatory speech himself. 
In the consultant service we see a definite concession—secured, 
I have no doubt, as a result of much diplomacy—but, when 
examined, a limited concession. We still find that astonishing 
anomaly the “amenity bed ”"—the bed which has no medical 
justification but is only to ensure privacy and comfort. It is 
the kind of bed I saw in Russia, occupied by commissars and 
members of their families. I have great difficulty in under- 
standing where this fits in. As for the private bed, this will 
depend on local availability when circumstances make it 
possible. Are these ‘circumstances’ intended to make for the 
free encouragement of private practice in which you and | 
believe ? 

“Why is it that the vast majority of our profession are in 
favour of the encouragement of private practice and against 
basic salary ? It is said, by the way, that on a former occasion 
we voted for basic salary. Of course we did, but there is a vast 
difference between basic salary in under-populated areas, used 
as a means of direction in the Service, and a universal basic 
salary as a step towards the introduction of a full salaried 
service. But why this almost unanimous opinion in favour of 
private practice and against basic salary—an opinion expressed 
in resolutions from the London, St. George’s, St. Bartholomew’s, 
and other hospitals ? If our object had been to amass wealth 
~ we should have taken up a profession other than medicine. It 
is because we want freedom, and freedom not merely from lay 
intervention but from the dictatorship of medical councils and 
committees. How would such pioneers as Florence Nightingale 
in nursing, Lister in surgery, Simpson in anaesthetics, Robert 
Jones in orthopaedics have fared had they been subject to 
decisions and contra-decisions, to promotion and demotion, to 
exclusion and inclusion, to advancement and retirement by 
medical committees and councils? We want freedom from 
medical control, and that freedom demands private practice. I 
saw the abolition of such freedom in Russia, and it has meant 
the end of medical progress in that country.” 
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Questions 


A brief interval was allowed for questions, which were 
answered by Dr. D. P. Stevenson, who acted as secretary of 
the Consultants Subcommittee of the Negotiating Committee, 
In reply to the first question. which concerned domiciliary visit- 
ing, Dr. Stevenson said that the Act was ambiguous on this 
point. It was discussed between the Negotiating Committee 
and the officers of the Ministry, and the former indicated its 
view that consultants and specialists should be able to opt for 
domiciliary attendance if they so desired ;. but it would not 
necessarily be incumbent upon them. In his reply the Minister 
said he considered : 

“ |. . that specialists should, as widely as practicable (though not 
universally), be expected to accept as part of their duties the under. 
taking of domiciliary work within defined limits.” 


This brought up the question whether or not any remunera- 
tion attached to the extension of hospital duties to include 
domiciliary attendance. If the total remuneration was held 
to include domiciliary work it brought up the possibility that 
the “ popular” consultants—as assessed by the public—would 
be rushed off their feet, while those less popular would be able 
to devote more time to hospital duties for the same remunera- 
tion. That possibility was behind the Negotiating Committee's 
recommendation that domiciliary work should be paid for on 
an item-of-service basis additional to hospital remuneration. 
The travel over the region which would be entailed by domi- 
ciliary work should also be borne in mind. 

In reply to a further question concerning whole-time registrars 
and ex-Service practitioners holding postgraduate appointments, 
Dr. Stevenson said that hospital residents were advised to con- 
tinue under their present-contract, and draw remuneration from 
whatever contract they entered into, but not to enter into any 
field of conflict in which the general body of the profession 
was involved—that is to say, not to enter into contract with the 
Local Executive Council as general practitioners or with the 
Regional Hospital Board as consultants and specialists. 

Asked to make a statement on the question of payment to 
voluntary hospital staffs, Dr. Stevenson said that the official 
policy of the B.M.A. and the British Hospitals Association, 
partly influenced by the number of qualified men coming out 
of the Forces and having heavy commitments, was that. hos- 
pital authorities be recommended to pay honoraria to members 
of honorary hospital staffs, and four guineas for a two-hour 
session had been suggested. It had been made clear that this 
would be without prejudice to the recommendations of the 
Spens Committee. 

A final question concerned the right of appeal to the courts 
and the fact that the profession objected to the absence of 
right of appeal under the new Act but acquiesced in the absence 
of right of appeal from the decisions of the G.M.C. Dr. Steven- 
son pointed out that erasure by the G.M.C. concerned practi- 
tioners who had been convicted in the courts or had been found 
guilty of infamous conduct in a professional respect, whereas 
under the Act a doctor might be dismissed from the Service 
for some misdoing of which the General Medical Council 
would take no cognizance. 


An Interrupted Speech 


Dr. H. B. Morgan, M.P., said he wanted to see a united 
profession fighting a good case together and going straight 
to a democratic goal. Lord Horder had said that power 
corrupted, but, after all, power in Government in a civil- 
ized community rested upon the democratic will as expressed 
through the legislative assembly. They were entitled to disagree 
with the Act; he himself disagreed with certain parts of it— 
he fought more than any other member for right of appeal to 
the courts—but when he attended the debate in the House of 
Lords he did not hear Lord Horder, although he listened care- 
fully, make any reference to that subject. But if the profession 
looked at this matter from a wholly sectional point of vie 
they set a bad example to the workers of the country. (“ No.”) 
Very well, if there was trouble later on in the mines or on th 
railways owing to the bad example they had set, there it was! 
He was told that this was nationalization. The Post Offic’ 
had been nationalized for years, and jt was the best postd 
service in the world. (‘ Oh.”). 
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As Dr. Morgan proceeded he was interrupted by dissenting 
cries from the audience, and the Chairman asked that he be 





















































~~ allowed to conclude his speech. The Chairman also said, in 
y of reply to a question, that Dr. Morgan was a member of the staff 
Pe of the Manor House Hospital, which, he understood, had been 
Si= @ exempted by the Minister. 
this Dr. Morgan said that so far as his information went that 
thes statement was entirely untrue, but like the Jewish, the Masonic, 
ig and other hospitals, Manor House had asked for exemption. 
if Dr. Morgan went on to point out that a number of services, 
Soe such as the public health service and the Colonial Medical 
alg Service, were full time and functioned satisfactorily. At this 
point Dr. Morgan was greeted with more cries of dissent, and 
not said that the audience evidently did not wish to hear him 
der. further. He would have other opportunities to say what he 
wanted to say about the Act. 
era- Mr. Hermon Taylor rose from the body of the hall to protest 
ude against the “ rowdy tactics” of a part of the audience. A col- 
reld lection of intelligent people, he said, should allow the other 
that side to be heard. He asked that Dr. Morgan be allowed to 
uld continue. 
ible The Chairman said that Dr. Morgan had had the average 
era- time allotted to a speaker from the floor. 
ee’s 
oes _ State Monopoly and Inefficiency 
mi- Dr. Geoffrey Marshall said there were some good things in 
this Act, taken largely from schemes put forward by the B.M.A. 
rars It was sometimes forgotten that there had been a pretty good 
nts, service up to now. The weaknesses were in the ancillary ser- 
on- vices, the getting of accommodation for patients, the shortage 
om of nursing, of rehabilitation facilities, and so. on. Was it neces- 
any sary to put the doctor in chains because of these weaknesses ? 
sion There were good things-in this Act, but why was it necessary 
the to expropriate the hospitals ? Why should practices be taken 
the over by the State? Why these penal clauses ? Why the refusal 
of right of appeal to the courts? There could be no doubt 
t to whatever that all this was done in order that in a few years 
cial there might be a complete State monopoly of medicine. Was 
ion, that going to make for better treatment of patients? Most of 
out those whom he was addressing had seen service under discipline 
108- in the war. As one who was in the Services in the first war, 
ers and in a more detached position in the second, he had seen the 
our strength and the weakness of the Service, and he was sure that 
this unless the Service was recruited, as it was in wartime, by people 
the from outside who had at heart not merely administrative effi- 
ciency but concern for patients in accordance with their free 
urts § «professional experience, it tended to deteriorate. 
of Dr. Geoffrey Marshall closed by proposing the resolution 
nce set out at the beginning of this report. 
en- Dr. A. Cavendish said that one of the essential safeguards of 
.cti- the profession and public was that the whole basis of the 
und specialist contract should be on a part-time basis. It should 
reas be at the option of the specialist himself whether he held a 
vice @ Part-time or whole-time contract, and if he elected the former 
neil it should be open for him to undertake private practice if he 
so desired ; and it was the Minister’s responsibility to see that 
facilities for private practice were reasonably accorded. 
ited A Position of Dependence 
ight The closing speech was by Mr. Lawrence Abel. who declared 
wer that the Act held a far greater menace to the consultant than 
vil to the general practitioner. 
sed “We shail become salaried officials of the Regional Boards. 
ree B As State servants we lose our professional freedom and our 
't—§ financial security, and once we are all in the bag we shall lose 
lto# the power to negotiate our terms of service. We shall be 
off dependent on the Ministry of Health for permission to use their 
ire-@ hospitals and for accommodation for any private patients they 
1ong@ may allow us to have. We shall be dependent on the Minister 
1ew for regulations with regard to our nurses, whether in hospital 
9." or in private nursing-homes. There will be a State monopoly 
thei of every hospital bed. We are told that there will be a small 
vas@ proportion of private beds, but we have only one man’s word 
fic @ as to how many private beds there will be. 
std “To-day the higher positions are attained by work and 





service, but in future they will go to the planners and the 





THE CONSULTANTS’ VOTE 





BRITISH 
MEDICAL JOURNAL 





supervisors, which means that our great profession will suffer 
the loss of its thinkers and craftsmen.” 

“What we wanted in our hospitals was State assistance, not 
State ownership. The B.M.A. and many hospitals had given 
the lead that this Act conflicted with principle. The issue was 
neither cash nor compensation. So far as cash was concerned 
they had already agreed, and the Government had agreed, to 
accept the findings of the Spens consultants committee when 
these were known. 

“It is now or never. Throw off your inertia. Have you not 
seen spreading through the ranks of the profession in this 
country a new loyalty ? We are forgetting our differences and 
abandoning our fears. Our duty is not only to ourselves but 
to the public. The English-speaking world is looking to 
us ; the Continent too. Therefore, I say, stand firm! Three 
hundred years ago Descartes said that if ever the human race 
was raised to its highest practical level, intellectually, morally, 
and physically, the science of medicine would perform that 
service. That service is in your hands. See that you act 
worthily of your traditions.” (Applause.) 

The show of hands was then taken, and, as already stated, 
resulted in an overwhelming vote in favour of the resolution 
that consultants and specialists should not take service under 
the Act until it had been modified so that agreement was reached 
between the Government and the profession as a whole. 








Preparations. and Appliances 








A MODIFICATION OF THE BOYLE-DAVIS GAG FOR 
ORAL INTUBATION 


Mr. J. S, C. Monro, aural surgeon, Darlington Memorial 
Hospital, writes : 


While there can be little doubt that endotracheal intubation is 
advisable in the dissection of tonsils, the customary nasal route 
does present certain disadvantages in children, four of which 
are as follows: (1) Owing to the presence of adenoids con- 
siderable bleeding may occur in passing the nasal tube. (2) To 
curette the adenoids it is necessary to remove the nasal tube, 
thus discontinuing the anaesthetic, and, though the tonsillar 
fossae may be dry, there is still the danger of inhaling the blood 
from the nasopharynx. With oral intubation, on the other 
hand, the adenoids may be re- 
moved at an early stage, and 
complete haemostasis can be 
ensured, before restoration of 
the cough reflex is acceler- 
ated, by the use of carbon 


dioxide and oxygen given 
through the tube. A rubber 
catheter passed along the 


nose and attached to a suc- 
tion pump is in this method 
very useful to remove the 
blood from the nasopharynx. 
(3) Owing to septal spurs it 
may be impossible to pass. a 
nasal tube of adequate bore. 
The oral route ensures that a tube of optimum size is used. 
(4) There is a more certain ease in oral intubation, though I 
am aware many anaesthetists will disagree with this. 

With these facts in mind I have devised a modified fongue- 
plate which will maintain an oral tube in piace between the 
plate and the tongue. It is concave in section, and the con- 
nexion end of the endotracheal tube is passed through a central 
aperture in the angle of the plate, as in the diagram (the tube 
being first introduced, of course, through a laryngescope). The 
flexible connexion between the endotracheal tube and’ the 
anaesthetic apparatus is fitted with a small hook which clips on 
to the gag, and is so kept out of the way. 

The modified tongue-plate in its experimental form was made 
by a local engineering firm from stainless steel, and has been 
found very satisfactory for use in a standard gag. I will be very 
pleased to give further details to anyone interested. 

I have received much helpful co-operation from my 
anaesthetist colleagues, Dr. R. K. Robertson and Dr. S. H. Love. 
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Reports of Societies 








MYASTHENIA GRAVIS 


At a meeting of the Liverpool Medical Institution on Jan. 8. 
with the president, Dr. H. WaLLace-Jones, in the chair, a 
symposium on myasthenia gravis was presented. 

Dr. H. S. PEMBERTON said he felt that, while present informa- 
tin about the thymus was scanty and obscure, more light was 
being thrown on the pathogenesis of myasthenia gravis. He 
discussed at some length the phenomenon of transmission at 
the neuromuscular junction as altered by the disease, reviewed 
the recent work, and stated his grounds for believing that the 
altered transmission was due to a changed cholinesterase-acetyl- 
choline balance, which in turn led to the production of a 
curare-like block. This defect was temporarily removed by 
prostigmin, eserine, and ephedrine, and for a much longer period 
—if not permanently—by thymectomy, whether the thymus 
was histologically normal or abnormal. He further assumed 
that directly or indirectly thymic activity was related to this 
block phenomenon, although most of the mechanism remained 
at present concealed. 

Mr. HuGH RED said the first thymectomy was performed by 
Sauerbruch. Blalock had reported 20 operations in 1942, and 
more recently Keynes described a series of 100 cases. The 
results proved satisfactory in many cases. Mr. Reid then 
showed a colour film illustrating the steps of the operation. 

Dr. R. D. Horston reviewed the medical treatment of 
myasthenia gravis over the last twenty-five years. Prostigmin, 
though merely palliative, Was a useful therapeutic measure. 
He discussed the literature relating to D.F.P. and concluded 
that this drug would not play an important part in the treat- 
ment of the condition. He ‘described 7 cases of myasthenia 
gravis ; 5 had been subjected to operative removal of the thymus 
gland. One patient with a very large malignant thymoma had 
died on the second post-operative day; 4 patients who had 
survived the operation for a period of from one to two-and-a- 
half years were shown. Three were undoubted successes, and 
one, who had been free from symptoms and off all treatment 
for two years, had recently relapsed. After thymectomy it 
might be possible to withdraw prostigmin immediately, as in 
one very severe case operated upon two and a half years ago, 
or it might have to be withdrawn gradually as in the other 
two successful cases. Post-operatively, the value of a steam-tent 
and daily examination of the chest by a physician was stressed. 

Dr. Winston Evans said that histological examination of 
thymus glands removed from five cases of myasthenia gravis 
showed a slowing down of the age involution process and an 
irregular infiltration of the medulla by lymphocytes. Hassall’s 
corpuscles were present in each gland. A characteristic feature 
found in the medullary portion of all these glands was the 
presence of actively dividing reticulum cells. These were 
arranged in a focal and circumscribed manner resembling the 
Flemming centres seen in reactive follicular hyperplasia of 
lymph glands and of intestinal lymphoid tissue. Their pale 
centres showed many mitotic figures. These follicle-like struc- 
tures were not found in specimens of thymus gland taken from 
patients without evidence of myasthenia gravis. American 
workers had reported the finding ‘of lymph follicles in the 
thymus gland in myasthenia gravis and also in Addison's disease, 
acromegaly, and hyperthyroidism. 

Mr. R. Marcus spoke on thymomas associated with myas- 
thenia gravis. The classification of thymomas was still a matter 
of controversy. Andrus and Foot’s classification was disCissed 
and the speaker suggested excluding granulomatous and teratoid 
types from this classification. The incidence of thymomas in 
myasthenia gravis, as Keynes had pointed out, was approxi- 
mately one in ten. The surgical approaches, split sternal, trans- 
costal, postero-lateral, antero-lateral, and combined postero- 
lateral and antero-lateral were discussed with their advantages 
and disadvantages. Benefit resulted in 9 cases out of 31 in 
which thymomas were removed surgically from cases of myas- 
thenia gravis. 

The diagnosis of thymoma was difficult. 
toms were few at first and not pathognomonic. 


The clinical symp- 
It was only 


REPORTS OF SOCIETIES 





Britis 
MEDICAL JOURNAL , 


when lymph node involvement and symptoms of intrathoracic 
pressure developed that the presence of a neoplasm was 
suspected. 

Surgical removal of encapsulated tumours was the only sure 
method of cure. Radiotherapy caused temporary regression or 
disappearance of thymomas in a large proportion of cases 
Four cases were reported and the effects of high-voltage therapy 
in 3 were shown. In 2 there was complete disappearance of 
the tumour and relief of symptoms eighteen and fifteen months 
after exposure to 4,500 r through four portals of entry over a 
period of twenty-eight days. In the third case recurrence 
occurred three months after exposure to 3,750 r. The diagnosis 
was confirmed by biopsy in two of the cases. The fourth case 
responded poorly to prostigmin and a malignant thymoma was 
removed through a split sternal approach. The patient died 
twenty-four hours after the operation. 


General Discussion 

In the discussion which followed, Prof. HENRY COHEN doubted 
if thymectomy was the answer to the therapeutic problem pre- 
sented by myasthenia gravis. The effects of the operation were 
often beneficial and could not be explained on the basis of the 
natural remissions which were a feature of the condition, but 
the crucial question remained unanswered, Why did many 
patients fail to improve after operation, though in all observed 
respects they were apparently similar to those who benefited ? 
Where tumours of endocrine glands caused metabolic disturb- 
ances—for example, the hypercalcaemia of a parathyroid 
adenoma or the hypoglycaemia of a pancreatic islet adenoma— 
removal of the tumour was followed by an immediate restora- 
tion to normal ; indeed, in many cases there was a temporary 
swing in the opposite direction, so that transient tetany from 
hypocalcaemia was often found after the removal of a para- 
thyroid tumour, and hyperglycaemia often followed the exci- 
sion of an islet adenoma. Improvement in myasthenia gravis 
after thymectomy was, on the contrary, practically always slow 
and commonly incomplete. 

Prof. Cohen then discussed possible explanations of myas- 
thenia gravis and of the effects of pregnancy and thyrotoxicosis, 
and concluded on both clinical and physiological grounds that 
there were different types. Hyperthymism (using that term to 
indicate the elaboration of an excessive amount of thymic 
secretion, normal or abnormal) might have myasthenia gravis 
as one of its manifestations, but myasthenia gravis did not 
always imply hyperthymism. From the diagnostic standpoint 
it should be remembered that myasthenia gravis might remain 
localized in a restricted site for many years, commonly in the 
ocular or palatal muscles, but occasionally in the muscles of 
the trunk or limbs, and in the latter group it was commonly 
overlooked. A relapsing myasthenia gravis might mimic dis- 
seminated sclerosis ; remissions not infrequently lasted several 
years, and he had known one case in which the remission per- 
sisted for over twenty years. There was still need for research 
into the fundamental problem of muscle fatigue in relation to 
myasthenia gravis. 

Dr. T. Ceci Gray said there were no special points in 
respect of anaesthesia of these patients. They were all anaes- 
thetized with pentothal and cyclopropane. It was hardly neces- 
sary to state that curare was not used, but he emphasized the 
importance of light anaesthesia. These patients did not require 
a deep plane of anaesthesia and should be conscious before 
leaving the operating table: by this means any danger of a 
sudden myasthenic crisis while the patient was still unconscious 
was avoided. Very little anaesthetic was required in these 
cases. 

Mr. RONALD Epwarps showed a case of gross hyperplasia 
of the thymus in a woman of 50 which was confirmed by opera- 
tion. There was no evidence of myasthenia gravis either 
before or after operation. 

Dr. R. C. Nairn said the “ specific ” histological appearances 
of the thymus described by Dr. Winston Evans and other 
in myasthenia gravis and certain other conditions, such as 
Addison’s disease and thyrotoxicosis, should not be regarde 
as anything other than non-specific lymphatic hyperplasia it 
the gland. It might be associated with a similar hyperplasi 
elsewhere in the body, and might arise in a wide variety d 
conditions. It was not diagnostic of any disease and mere} 
suggested some altered state of the body. 
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Correspondence 





National Health Service 


Sin,—In the leading article (Jan. 24, p. 153) you seem to 
express a doubt whether the doctor who elects to stay out of 
Mr. Bevan’s Service will maintain the present right to sell his 
practice. That question was, I submit, authoritatively decided 
by the Lord Chancellor, speaking on behalf of the Government 
in the debate on the second reading of Mr. Bevan’s Bill in the 
Lords (Oct. 8, 1946), when he used these words : ** May I say 
here that it is to be understood that no doctor is to be com- 
pelled either by direct or indirect pressure to enter this scheme. 
He may carry on his private practice exactly where he likes ; 
he may sell his practice as and when he likes, and he is in no 
way to be interfered with.” Incidentally, this dictum makes 
pure poppycock of Mr. Bevan’s absurd indictment that the 
doctor who rejects his scheme is opposing the will of Parliament 
and of the nation. 

In support of your perfectly correct statement that the 
National Health Service is not an insurance scheme, and so- 
called “ free’ medical attention is not a “ benefit” under the 
National Insurance Act, may I cite an answer given to me in 
the House (Hansard, Jan. 20) by the Minister of National In- 
surance, who declared that the contribution to the Health 
Service from the national insurance fund was limited to 
£700,000 a week,: representing one-tenth of the total amount 
contributed by the compulsory levy imposed by fhe Insurance 
Act. The full cost to each insured person of the so-called 
“free” medical service seems impossible to ascertain, but the 
contribution from the national insurance compulsory levy 
clearly covers a relatively small proportion of the expenditure 
involved in implementing the Bevan Act. 

Mr. Bevan makes much of the doctor’s right to go to the 
courts to test the legality of the Minister’s action in dismissing 
a doctor from the National Service. He suppresses the 
important consideration that all the costs of an action in the 
courts incurred by the Minister would be paid by the 
Exchequer, while the doctor might face ruin by bringing an 
action. In a remarkable reply given by the Attorney-General 
(Hansard, Aug. 1, 1946, column 268) it was laid down that a 
Government Department is empowered to “indemnify public 
officials who may be sued in respect of torts committed by 
them in the course of their official duty.” The most remarkable 
illustration of the privilege thus enjoyed by public officials was 
furnished by the Odlum vy. Stratton case, in which an official 
of the Ministry of Agriculture, convicted in a High Court action 
of a gross libel on a farmer, was indemnified for all his costs 
(totalling well over £6,500), including substantial damages 
awarded to the plaintiff.—I am, etc., 


House of Commons, S.W.1. E. GRAHAM-LITTLE. 


The Plebiscite 


Sir,—While the plebiscite form which we are all about to 
complete is a confidential document, many doctors who are 
intending to vote against accepting service.are anxious to know 
how many of their neighbours are acting likewise. It is felt 
that this knowledge will establish mutual confidence and give 
moral support to each individual in fulfilling the obligations 
he has undertaken by signing the plebiscite form, if called 
upon to do so. Opposition to the Act will naturally involve 
some financial risk and uncertainty; therefore mutual confi- 
dence is essential to our success. 

In view of these considerations a meeting of thirty neigh- 
bouring doctors who were almost unanimous in their opposition 
to the present Act have agreed all to sign a mutual declaration 
as follows: 

“We, the undersigned, hereby declare that we have voted in the 
B.M.A. plebiscite of February, 1948, against accepting service under 
the National Health Service Act, 1946, in its present form, and we 
have agreed to abide by the decision of the majority, and we have 
undertaken not to enter the Service if the same plebiscite reveals a 
majority as defined in para. 4 of the plebiscite form, and if so 
advised by the British Medical Association.” 





This declaration is not intended to be a legal document or 
an agreement of any sort. It is a declaration of each signatory 
before the other signatories, professional colleagues in one 
neighbourhood, that he has signed an agreement and an under- 
taking with the British Medical Association. The wording of 
the declaration does not bind the signatories to anything more 
than that which they will already have agreed and undertaken 
by voting in the plebiscite against accepting service. Indeed, 
the actual wording of the plebiscite form is used, but in a 
altered tense. - 

I forward this to you, Sir, in the hope that doctors in other 
areas may consider taking similar action, because our opposi- 
tion to the Act will be made in the face of adverse Government 
propaganda, and possibly even adverse public opinion. There- 
fore any method of establishing mutual confidence and soli- 
darity in adhering to our intentions is of value. I feel that this 
may well be achieved if the whole country is covered by a 
series of such local declarations as this——I am, etc., 

N. J. P. HEWLINGs. 


The Issue is Freedom 


Sir,—Acceptance of service under the present Act will result 
in a State medical service. A State medical service is the only 
possibility under a totalitarian regime ; in a free country it is 
an anachronism, unless as a prelude to a totalitarian State. 

Doctors now have an opportunity of deciding what at first 
seems to be their own mode of life, but in reality will eventually 
—one by one—decide the mode of life of all sections of the 


Banbury, Oxon. 


’ community. The lay Press seems to imply that this is a private 


quarrel between the B.M.A. and Bevan : far from being so, it 
is a question of freedom, as shown so ably in Dr. Doris Odlum’s 
letter (Jan. 24, p. 166). The Times thinks “it is high time that 
the Government and public opinion intervened to prevent a 
conflict which would be as exasperating as it would be futile.” 
Personally I think it futile to suggest that the Government 
should intervene (dog does not eat dog) ; but as regards public 
opinion, it may have a sobering effect to reflect for a moment 
what would be the reactions of lawyers, architects, engineers, 
chemists, scientists, stockbrokers, insurance agents, industrialists, 
and business men if the Act applied to them and not to us. 
Let every doctor, before filling up the plebiscite form, look to 
the East and ponder over the implication of a State medical 
service ; let him also look to the West and freedom and an alter- 
native mode of life—I am, etc., 
W.1. 


Mr. Bevan’s Challenge and the Plebiscite 


Sik,—Our immediate problem is the plebiscite. Although we 
are convinced that we shall get the requisite majority against 
the new Service, that is not enough ; we would like to get as 
near 100% as possible. Unfortunately there are still a number 
of doctors who will sign “yes” because they are afraid of 
losing their compensation if they fail to enter the Service on 
July 5. It is apparent that recent statements made by the 
B.M.A. have not sufficed to allay their fears. On the other 
hand, Mr. Bevan’s statement in Wales has added to their fears. 
He has stated that on July 5 the old medical service will be 
repealed and the new Service will begin even with a minority 
of doctors. This is a challenge that we must accept. Mr. 
Bevan has taken the gloves off and declared war on the medical 
profession. We must retalidte, and retaliate quickly before the 
plebiscite. There are many doctors who are not prepared to 
wait until July 5 in order to see if the profession means to 
carry out what it says in the plebiscite returns. In my opinion, 
the fight must be carried into the enemy’s camp before the 
appointed day. The B.M.A. should state categorically now 
that in the event of a majority decision in the plebiscite they 
will advise all doctors to refuse certificates of every description - 
from April 1 onwards. There need be no compunction about 
breaking our contract with the Government ; they have become 
used to this sort of thing in the various strikes of their own 
Trade Union members. All work other than certification will 
continue as usual. 

Unless something like this is announced immediately I am 
afraid the plebiscite returns will be seriously affected. The 
doctors are waiting for some real evidence of strength from the 
B.M.A.—I am, etc., 


Newcastle-upon-Tyne. 


London, STANFORD CADE. 


H. H. Goopman. 
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Fight 

Sir,—It is evident that, whatever the results of the much 
criticized questionary of 1944, an overwhelming majority of the 
profession have now, after time for reflection, recognized that 
it stands in grave danger of losing its liberty of thought and 
action under the Act as at present constituted. To achieve 
amendment of the Act we must fight. Let us have the courage 
to stand fast by our convictions and trust our leaders, and we 
shall win this battle for freedom.—lI am, etc., 
C. W. Hope GILL. 


Billingshurst, Sussex. 


No Certification 

Sir,—l understand that if the plebiscite results in a refusal of 
the profession to enter the new Service it is proposed that 
general practitioners will continue to treat their patients, giving 
them receipts for fees paid and issuing certificates supplied by 
the B.M.A. on the lines of the present certificates used by 
doctors for patients who are not on their panel. If this 
is the course to be followed then the profession is certain 
to lose the fight. So long as the Government can get its certifi- 
cates it can pay sickness benefit on them, and patients will be 
able immediately to recover the fees paid by presenting the 
receipts at Post Offices, or special offices set up for the purpose. 
The only chance of winning will be to refuse to give any 


certificates at all on which sickness benefit could be paid. It: 


will even be necessary to refuse to sign such certificates if the 
Government decides to make unfitness for work notifiable. 

I feel that if there were no fear that it is the intention of the 
Government to bring in a whole-time salaried State medical 
service a majority of doctors would vote for the Service which 
the Minister offers. In fact, we are branding him as a liar 
before we have proved him to be one. In my opinion we should 
accept the proposed Service, with regulations based on the 
present N.H.I. Act. The Council of the B.M.A. should inform 
the Minister that if there are any alterations (no matter how 
trivial) to our terms of service, including the regulations, which 
are not agreed to by the B.M.A., the B.M.A. will treat 
them as a breach of contract and will instruct doctors to cease 
to issue any sickness certificates until the proposed alterations 
have been withdrawn. In these circumstances there need be 
no question of the conditions of service being altered later to 
our detriment.—I am, etc., 

Birmingham, 15. 


C. H. HEATON. 


Payment by Patients 


Sir,—It is admitted by all parties concerned that in the event 
of a majority of doctors refusing to enter N.H.S. until their 
grievances have been settled their patients will not suffer in 
the meantime but will be attended as faithfully as before. 
And there the matter rests. Everybody is quite satisfied on this 
very important point, and beyond touching on the question of 
payment for professional attendances by mutual agreement be- 
tween patient and doctor there is the end of the difficulty. To 
my knowledge we have never discussed this question in my 
divisional meetings, nor have I seen the matter under discussion 
in any of the correspondence in the Journal. 

Personally, I can see no end of disputes arising out of this 
contretemps, and I should like to see the subject discussed very 
thoroughly without delay. The Times is very anxious that we 
should curb our “ emotions,” and in this event we should notice 
carefully that Mr. Bevan is not above borrowing from it in 
his earnest appeal: for common sense. But surely here we 
have reality, affecting as it does our bread-and-butter, entirely 
outside the passions. Let us take one single case in point. 

Dr. X is called to a case. He gives the patient to understand 
that he is not working for the Government. He completes the 
attendance, long or short as may be, and renders an account. 
The patient disputes the liability, since he is a contributor to the 
N.H.S. Already the Minister has made up his mind on this 
point, if I judge him aright, and Dr. X may whistle for his fees, 
usque ad finitum. Admittedly the patient could have called 
Dr. Z, who is a N.HLS. servant, and in all probability would 
have done so, but for the fact that the doctors’ list was already 
strangling him. The shortage of such State servants was very 
acute, indeed. To my way of thinking there can be only one 


answer—* cash on the nail.” In everyday life there are legions 
of cash transactions accepted willy nilly, and no need to cal] 
in the emotions. Well, do we squirm, or do we ? 

And, finally, I should like to see in every division a bond 
and I mean a bond, bearing the names of men of principle. 
That’s all.—I am, etc., . 

Monkseaton, Northumberland. 


J. A. LEIPErR. 


The Principles and the Act 


Sik,—At no stage in your presentation of the official B.M.A, 
case for opposing the Act do you show the slightest awareness 
of change in the structure of our society. Social security has 
been accepted in principle by all our political parties and will, 
it is certain, become permanent. The corollary is just as sure. 
The individual man and woman must part with some fraction 
of his personal freedom to achieve this new security. Can 
the doctors alone claim to be exempt from this obligation ? 
According to you, Yes. 

You argue, in effect, that the commercialism of private 
practice and a hospital system based upon private charity are 
necessary to maintain the freedom of the profession. Your 
arguments are exactly those used by your predecessor of the 
1911-12 period, when the capitation fee was the bugbear. The 
only difference to-day is that you urge the Minister to drop 
the basic salary and to maintain the capitation fee. I suppose 
that 95% of the profession now accept N.H.I. as a sound con- 
ception. Your advice was proved wrong, Sir, in 1912, and | 
maintain that it is equally wrong to-day. 

There are three features of the new Act to which special exception 
is taken: the abolition of the sale of practices, the basic salary, 
and the absence of the right of appeal to the courts. 

The Sale of Practices—Why, Sir, do you persistently ignore the 
fact that in the 1944 plebiscite the profession voted for the abolition 
of the sale of practices ? This archaic procedure is found in few 
countries to-day. It certainly rests on no “ principle ’’ which the 
profession need defend. 

The Basic Salary.—Again, the 1944 plebiscite: a majority favoured 
some salaried element. Pathologists, physiologists, M.Os.H., and 
many others in our profession (to say nothing of all other pro- 
fessions) receive a salary without the quality of their work being 
affected. A salaried worker is no slave to his employer. But the 
salary is necessary for quite other reasons. The young doctor 


‘entering the Service must have some assurance of livelihood. The 


elderly doctor with a small list will need this help too. You argue 
that the acceptance of a small salary now will tie the profession 
to a whole-time salaried service later. This is a non sequitur. If the 
Minister gave way under pressure and abolished the salary clement 
he would still have the power under the Act to introduce it later 
or to vary its amount. Some of your correspondents object that the 
remuneration is subject to review. If it were fixed by the Act there 
would be no possibility of increasing it to meet a change in the cost 
of living. The fact is that the vast majority of G.P.s will be far 
better off without having sacrificed one jot of their personal freedom. 

Appeal to the Courts.—What exactly are the rights of a doctor 
against whom a complaint is lodged ? (1) His case will be heard 
by the Medical Services Subcommittee, consisting of doctors and 
laymen. (2) He can appeal to the Tribunal, whose judicial character 
no one has questioned. (3) He can appeal to the Minister, and his 
case will be examined afresh by the Minister’s Advisory Committee. 
(4) He can sue the Minister for wrongful dismissal under the recent 
Crown Disputes Act. (5) He can appeal to the ordinary courts of 
law against an adverse decision by any of the above bodies on a 
point of law—e.g., if the Tribunal refused to admit some cvidence 
which should in law have been admitted. 

The above rights guarantee justice to the doctor against whom a 
complaint is lodged. In fact the medical profession will have better 
protection than any class of the community. 


These three features of the Act to which you mainly object in 
no way compromise any principles of the profession. I am not 
alone in this belief. The Lancet, The Times, the Manchester 
Guardian, the Medical Practitioners’ Union agree. The whole 
living structure of the new Health Service has yet to be created. 


We doctors have a large representation on all the bodies which’ 


will give life to the bare bones of the Act. Let us enter the 
Service willingly and do our part in making this Service the 
finest that can be achieved.—I am, etc., 
Bristol. Bruce CARDEW. 
*," The medical man dismissed from the Service would not be 
able to appeal against dismissal but only against illegal pro- 
cedure.—Eb., B.M.J. 


SiR 
not Vv 
the il 
medic 
healtt 
lot of 
is im 
respo! 
fident 
outset 
innuel 

The 
streng 
your 
neithe 

New| 


Sir, 
Minist 
that w 
a belie 
ing of 
Tribur 
the pl 
The o1 
the M 


Newto 


Sir, 
Watmo 
positiol 
of othe 
to take 
dented 
(and I : 
Of the 
one wa 
Civil Se 
misapp1 
coming. 

London 


Sir.— 
sections 
differen 
Minister 
be firm 
justice c 
tions ha’ 
impasse. 
out of ii 
well thro 
leadérs \ 
the Mini 
gain resy 

I feel 
professio 
of the } 
is an un 
I must sz 
be a bla 
of my p 
qualified 
Army, ar 
let me no 
said to bs 


(1) Que. 
a fundame 
a doctor 
negative d 


obvious th 












































rd 






ter 
his 






nt 


























CORRESPONDENCE 


Maen souriea 271 


4 ee ee - — —_-- - ——— 





Fes. 7, 1948 


’ Needs and Wants 


sir.—The concern of the world to-day is what people need, 
not what they want. Not a few of your correspondents leave 
the impression that with them the concern is reversed. The 
medical profession has proclaimed that a reorganization of the 
health services of the nation is a necessity. It has fallen to. the 
lot of the present Government to see that this reorganization 
is implemented. It does seem rather much to expect the 
responsible Minister of the Crown to adopt a positive or con- 
fident attitude towards the profession, whose members from the 
outset have been enveloping him in political and personal 
innuendoes, if not actual abuse. 

The Minister by his negative attitude may not have gained 
strength. but he has gained dignity. The correspondence in 
your columns suggests that the profession may have gained 
neither.—I am, etc., 

New Buckenham, Norfolk. 


R. G. BLamr. 


Intimidation 


Sirn.—The profession should be thankful for the present 
Minister of Health. Being the trusting and unbusinesslike folk 
that we are a less crude dictator might well have lulled us into 
a belief that “all would be well on the night.” With the warn- 
ing of his treatment of the Spens Report, of the unsavoury 
Tribune incident, and now his attempt to impugn the honesty of 
the plebiscite, we have warning of what we are up against. 
The only attempt at intimidation we are likely to get is from 
the Minister.—I am, etc., 


Newton Ferrers, Devon. W. F. BENSTED-SMITH. 


The Younger Generation 


Sir,—-l was delighted to read the letter from Mr. Gerald C. 
Watmough (Jan. 24, p. 167), and, as one in an almost identical 
position, I should like to put my case—and that of thousands 
of others—as briefly as possible. In 1939 I forsook my studies 
to take up the sword. In 1946 I handed in my sword and in- 
dented for a stethoscope “in lieu.” In 1950 I hope to qualify 
(and I shall, as Mr. Gerald Watmough mentions, be about 30). 
Of the host of reasons for my actions over the past few years 
one was not to prepare myself to become a salaried, pseudo- 
Civil Servant of Mr. Bevan, and if he (Bevan) is under such a 
misapprehension then he has certainly got another think 
coming.—I am, etc.., 


London. S.W.5. JOHN K. PATERSON. 


Plea for Compromise 


Sir,— May I make a plea for compromise ? Let the differing 
sections of the profession come closer together and sink their 
differences, so that we may present a united case to the 
Minister. Having compromised among ourselves, we can then 
be firm about the points upon which we agree and with more 
justice call upon the Minister to compromise with us. Negotia- 
tions have reached such a stage that we are faced with another 
impasse. If this happens the profession will not come well 
out of it. Let us not be mistaken on this. We are not seen 
well through the eyes of the Press. If, however, through our 
leaders we show the statesmanship which I have heard it said 
the Minister lacks, we shall come well out of the encounter and 
gain respect for our views. 

I feel that I stand midway between the two extremes of my 
profession or, to put it another way. midway between the views 
of the Negotiating Committee and those of the Minister. It 
is an uncomfortable position. because I feel that on balance 
I must say “ Yes” in the plebiscite, and yet have no desire to 
be a black sheep. I shou!4 much prefer to vote with the resi 
of my profession. My personal position is that I have been 
qualified four years, 1 am about to be demobilized from the 
Army, and I am married with two children. With this in mind. 
let me now take the main points of the Negotiating Committee 
said to be fundamental and see if they can be narrowed down. 


(1) Question of Distribution —I do not feel we should make this 
a fundamental issue. There is nothing in the Act which -prevents 
a doctor from coming into the Service. As to the question of 
negative direction, I feel we are on very poor ground here. It is 
obvious that one cannot receive money from public funds whether 


by capitation fee or salary for practising where there is not a public 
need. It is not just to expect it. If one wishes to practise in a 
particular locality one can still do so, if the Service doctors give 
such bad value that there is a need for a doctor outside the Service. 
As to the cumbrousness of the methods of selection of practitioners 
to fill vacancies, obviously the scheme would not work if it was 
as bad as it is made out to be. Ergo, it- will not be. 

(2) Ownership of Goodwill—On this point, as a member of 
Council has said, there is much to be said on both sides, but taken 
in conjunction with direction and the basic salary it is anathema to 
the profession. Now is it really such a fundamental issue taken by 
itself? The majority of the profession in 1944 said that ownership 
was not desirable. Now let us not be divided on this point. Let us 
be thankful to agree on anything. When one considers that com- 
pensation will be paid for practices taken over, I do feel that we 
could sink our differences and let the Minister have his way. 

(3) Remuneration.—This point is fundamental to our case. We 
do not want a basic salary.. I am one of the young men whom this 
is supposed to aid. I have enough confidence in my own ability to 
support a family. without being given a dole—and a dole with 
strings attached. It would appear that the Minister would wish to 
pay one-tenth of the piper’s wages and yet call all ten tunes in his 
repertoire. In addition I feel that here we have our strongest case. 
As a Socialist the Minister believes in the worker determining his 
wages (or salary, or income, to suit all tastes) by collective bargain- 
ing. Well, let us play his game and bargain collectively. We do 
not want a salary and will not have one. We want piece-work rates. 
If we are firm we will get them. 

(4) Right of Appeal to the Courts——This is fundamental to our 
case. There is a precedent for this in Ulster, and I believe the 
Minister will give way. 

(5) Midwifery.—I do feel it is fundamental to our case that every 
practitioner should have the right to elect to do midwifery within 
the Service, but I do not feel it is fundamental that every general 
practitioner should have the right to practise midwifery. I think it 
is to the advantage of the patient and the profession alike that certain 
men should be set aside to do it. A man would then have the choice 
of doing midwifery or not. 

(6-9) The Minister has already met the profession on these 
points. 

(10) It is indeed fundamental that local health authorities should 
be required to co-opt to health committees representative medical 
practitioners. We should press most strongly for this to be incor- 
porated in the Act. 

(11) Public Health Service-—I see no fundainental divergence of 
views between the profession and the Minister here. 

(12) Representation of the Profession on Administrative Bodies.— 
I feel that the Minister has gone as far as he constitutionally can to 
meet us on this, and we should be most ill advised to press this point 
further. Let us remember that the Minister has come a long way 
from the avowed intentions of his party to meet us. He has given way 
on a whole-time salaried service. Admittedly he has kept a handle 
in the basic salary, but let us not try to eat our cake and have it. 
Let us be reasonable and show a willingness to compromise. As I 
have said, I feel sure we stand to lose our case if it comes to an 
impasse, 


Let us stand by our strongest points and. give way on our 
weakest. Let us say to the Minister : “ We will give way over 
direction and the ownership of goodwill, if you will give way 
over the basic salary, give us our appeal to the courts, and 
give us statutory representation on the statutory health com- 
mittees.” 

I feel sure that I am not alone in the views that I express. 
I feel that broadly they are the views of the moderate section 
of the profession. I feel sure also that if the Negotiating Com- 
mittee do not adopt a more conciliatory tone they will lose the 
support of this considerable section of the profession, who Will 
thereby be forced, like me, to say “Yes” to the plebiscite 
even if we agree to stand by the majority opinion.—I am, éfc., 


Worthing, Sussex. CHARLES R. PALMER, 


Buying and Selling ‘ 

SirR,—One matter of not inconsiderable importance in relation 
to the N.H.S. Act appears so far to have escaped attention. I 
refer to the position of the young doctor in the Service if Mr. 
Bevan should amend the Act to allow the buying and selling 
of practices to continue. It is my belief that any man with little 
or no capital, obliged to pay out 6% of his remuneration from 
the Service for superannuation, in addition to all the. expenses 
entailed in buying a house and practice on borrowed money 
would have insufficient left to live on, having regard to the high 
rate of income tax and the prices of essential goods prevailing 
to-day. I estimate that from an average practice earning £2,000 
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gross per annum purchased for £3,000 and with a house pur- 
chased at £2,000 (and there are no mansions at that price these 
days) a married man with one child would have little more than 
£400 left after paying practice expenses, loan interest, capital in- 
stalments, life assurance premiums, superannuation, and income 
tax. This calculation assumes that he takes fifteen years to 
repay his loan, so it would be a long time indeed before he 
could hope for his position to improve ; and he would still have 
to pay rates and other expenses before food and clothes could 
be thought of. 

This aspect of the matter must compel younger doctors like myself 
to ask, “Is the right to buy and sell practices really vital to our 
freedom ?”’ Personally I am far from convinced that it is. What 
is vital to my mind is that the general practitioner should be given 
a satisfactory status in relation to the Minister and the Executive 
Councils, and, of even greater importance, that his status should be 
free from the risk of violation \by Ministerial regulation or order. 
The status the Minister proposes for us is’not a satisfactory one. 
To achieve such a status the universal basic salary must go, and 
the Act must be amended to give Parliament alone the authority 
to alter that status. 

No doubt the abolition of the sale of goodwill does create prob- 
lems, but I believe all could probably be solved if a section of the 
Act were carefully framed with ‘that object in view. Regulations 
would be necessary to facilitate succession on the death or retire- 
ment of a practitioner, but these would not need to be the same 
as those by which the Minister now seeks to control the distribution 
of doctors, which were not designed for this purpose and are not 
well adapted to it. 

It is also well to recognize that this is probably the one matter 
above all others on which Mr. Bevan would find the greatest diffi- 
culty in making any concession. To him the buying and selling of 
practices is ‘“‘ an intrinsic evil.” It is part of a creed sincerely held, 
and for the present Minister that is sufficient justification for this 
section of the Act. There is, however, a weakness in preaching 
dogmatically to unbelievers, and Mr. Bevan evidently recognizes this. 
Hence the system of propping one section of the Act up by another, 
to which the Secretary of the B.M.A. has already drawn attention. 

One purpose of the basic salary is clearly to provide justification 
for the regulations by which the Minister proposes to control the 
distribution of practitioners. A little clear thinking quickly reveals 
that these regulations of themselves will in practice be quite ineffec- 
tive im ensuring an adequate service for areas which for some reason 
prove unattractive. In reality they are there not for this purpose 
at all, but in their turn to provide a justification for the abolition of 
the sale of goodwill. So the universal basic salary has to stand 
stooge for the rest, without any subordinate section to support it, 
and I think even the Minister himself would have to admit that it 
does not put up a very good show. 


The implication of this argument is that if we agreed to the 
abolition of the sale of goodwill in return for an undertaking to 
secure us a satisfactory status under the Act the Minister would 
no longer find it necessary to justify this point, and logically 
could concede our demands relating to the basic salary and the 
control of distribution. I do not say that he would concede 
these points ; only that it would make possible for him what 
would now appear to be virtually impossible. 

Finally it is worth remembering that for most men with 
family responsibilities freedom from financial stress is just as 
important as freedom from Government interference, and it 
may be that many young doctors who dislike many of the 
implications of the Act as it now stands will nevertheless 
indicate .in the plebiscite their willingness to enter the Service 
on July 5 rather than risk the economic difficulties which 
would face them should they have to buy a practice. In my 
view they would be ill advised to indicate acquiescence at this 
stage, for once we do that it is clear that we shut ourselves off 
from the hope of further negotiation on the structure of the 
Act itself.—I am, etc., 

Manchester. K. HEap. 
Voluntary Hospital Staffs 

Sir,—The circular “Some Practical Questions Answered ” 
(Q 12) advises consultants on the staffs°of voluntary hospitals 
to continue with their hospifal work after the appointed day. 
Surely such action would gravely weaken the fight of the general 
practitioners, many of whose patients will flock to the hospitals 
when they find they are expected to pay fees to their- doctors. 
Admittedly, the alternative policy of a “strike” of voluntary 
hospital staffs is unthinkable ; but let us undertake to refuse to 
do more of the G.P.’s work than is essential. We must firmly 
refuse, for example, to give certificates of any description ; then 


the public will rapidly be made aware of the seriousness of the 
conflict, while not being deprived of the essential medica] 
care.—I am, etc., Z 

London, W.1. A. Piney, 


S.M.A. Member Says No 


Sir,—I feel that many of our profession have failed to appre- 
ciate fully Mr. Bevan’s Machiavellian cunning. It is manifest 
that he hopes to force us into his Health Service ; he will not 
hesitate to use starvation and pecuniary embarrassment as his 
tools if we wait till the appointed day before taking action. 

Bevan, when he worked, was ready to go on strike if his 
union’s demands were not granted. It should be noted that 
a trade union always demands, it never requests! If we 
genuinely desire to achieve our objects in connexion with the 
reform or alteration of the Act, we must take action now. If 
we wait till the appointed day we will have waited too long and 
will have lost our battle. I am certain that our only hope is to 
adopt Bevan’s own trade union methods and strike now. | 
would suggest that the B.M.A., as soon’ as the plebiscite figures 
are known, should call us out on strike, and that all signing of 
certificates should be stopped until Bevan realizes that doctors 
have the same rights as miners and railwaymen: All certificates 
from death certificates downwards must be firmly refused. Such 
action would not impair our work as doctors ; it would naturally 
inconvenience the people not a little, but by this the public 
would realize that we have something to fight for. When a 
trade union brings its members out it thinks little of public 
convenience. This is Bevan’s method, therefore let him have 
some of his own treatment. 

If we act now we can lose nothing; we will still have our 
N.H.I. payments and private practice. If we delay till July we 
shall lose the former and will, I am sure, have difficulty in 
getting a living from the latter when people are paying for a 
national service which they will not get. I work in an industrial 
area and am convinced that this is the only way in which we 
can succeed. I have so often seen the trade unions succeed in 
their demands by the tactics I advise that I am confident that 
we, too, will be successful. 

I might add that, though I am a member of the Socialist 
Medical Association, I am whole-heartedly opposed to the Act 
in its present form. Many of my fellow members of the S.M.A. 
feel as I do and are opposed to the Act as it stands. They will, 
I am certain, be prepared to take the action I suggest, even 
though Bevan relies to some extent on the S.M.A. to help him 
to push the Act upon us. 

The time for talk and courtesy is now long past. If the 
Minister wants to fight let us take up the challenge and join 
issue with him on his own ground, and using his own well- 
known weapons. If we are united in our resolution we shall 
soon be able to make our demands in a language which he 
understands. No trade union would allow its members to be 
threatened, coerced, or bullied, nor would it have indulged in 


* negotiations which it could not refer to its branches during the 


discussion. Dictatorial habits must be stopped, and force must 
be used when the circumstances warrant it.I am, etc., 
J. A. Scott. 


Broxburn, West Lothian. 


Immediate Action 


Sir,—The greatest threat at this time to the unity of the 
profession lies in the widely felt fear that those doctors who 
resolutely refuse to join the new Service by the appointed day 
may incur thereby considerable financial loss. It is obviously 
foolish to postpone action until July. when the Minister will 
be able to put unbearable financial pressure on us to join. Our 
only hope lies in united action, taken well before that date. 

We urge that if the result of the plebiscite shows that a large 
majority of the doctors are against joining the Service in its 
present form, the B.M.A. immediately. should advise all doctors 
to refuse to sign certificates, but to keep records of all patients 
entitled to them so that they may ultimately receive their sick- 
ness benefit. This should be explained to the patient at the 
time. Death certificates should be excluded from this plan. 
We should persist in the refusal to sign certificates until the 
Government gives an undertaking that the Act will be suitably 
amended before being put into force. 

We feel confident that the Government could not hold out 
for more than two weeks because of the resulting chaos. Only 


— 


FI 


sligh 
all it 
ingl) 
only 


Si 
“ me 
was 
com 
reset! 
this 
tom 
had 
migh 
deav 
such 
of p 
the f 
a pal 
now 
Al 
patie 
wron 
put t 
be—: 
depai 
busin 
to se 
wash 
home 
one 
spenc 
of on 
Ce 
them: 
depart 
am, e€ 
E. F 


SiR 
shoul 
practi 
exten 
modif 
need 
1912 
been 
father 
ing it 
and <¢ 
comp 
comp! 
to for 
cessfu 


Credi 


SiR, 
rural 
contes 
of pr 
natior 
equita 
lated. 
scatte! 
area. 
surger 

To |: 
the sp 
one it 
popul: 
(1) Th 
runnir 





he 
cal 


Fes. 7, 1948 


slight inconvenience will be caused to our patients, and after 
all it will be to their ultimate benefit. Further delay is exceed- 
ingly dangerous to our cause. Action without delay is our 


» chance s ss.—We are, etc., 
only chance of succes aii ea 


‘eta teasaaiiniai PAUL Harris. 


It Won’t Wash 


sir,—To-day I was faced by a request from a patient for a 
“ medical certificate ” for a washing machine. Feeling that this 
was beyond the bounds of all reasonableness I declined to 
comply with the request and expressed a certain amount of 
resentment that an industrial organization had sought to place 
this further burden upon the doctors. It was then explained 
to me that the firm had not actually requested the certificate but 
had assented to the patient’s suggestion that such a certificate 
might help to give priority in a long waiting-list. I then en- 
deavoured to explain that if doctors were to comply with all 
such requests it would, in either case, render any such system 
of priorities virtually of no value. However, I was left with 
the feeling that I had, perhaps not for the first time, offended 
a patient by refusing such a request and that the patient would 
now possibly seek a doctor who would comply with his wishes. 

Although in this particular instance I am convinced that the 
patient acted in good faith, I feel that the business firm was 
wrong in assenting to the suggestion and that an end should be 
put to this time-consuming form of blackmail—for such it may 
be—and that action should be taken by the public relations 
department of the Association to make known to industrial and 
business houses that doctors have other duties to perform than 
to select for them those customers who are unable to do their 
washing or those who, being perhaps unable to leave their 
homes, should have a radio or television and so on. While 
one has every sympathy with the rare deserving case, one could 
spend a lot of time “selling” such certificates to the detriment 
of one’s sick patients. 

Certification should surely be confined to such forms, in 
themselves more than plentiful, as are required by Government 
departments for the issue of extra milk, petrol, and so on.—] 
am, etc., 


E. Horsley, Surrey. Basit S. GRANT. 


What a Pity! 


Sir,—What a pity that the hard-pressed British taxpayer 
should have to fork out £66,000,000 to buy up the doctors’ 
practices when the whole thing could have been done by an 
extension of the present National Health Insurance with such 
modifications and improvements as might be necessary. No 
need then for basic salary or purchase of practices. In 
1912 the infant N.H.I. would have been stillborn had it not 
been for the concessions wrung at the last minute from its 
father by the.profession. Even then the circumstances attend- 
ing its birth brought about such distrust among both patients 
and doctors that the infant was afflicted with an inferiority 
complex which lasted for many years and even now has not 
completely disappeared. And now the Minister of Health hopes 
to force his Act on an unwilling profession, and if he is suc- 
cessful a similar legacy will result. What a pity !—I am, etc., 


Crediton. M. TYLOR. 


An Association of Rural General Practitioners 


Sir,—This is a plea for the formation of an association of 
rural general practitioners. With the successful outcome of the 
contest between the profession and the Minister on the question 
of principles, the remuneration of general practitioners in a 
national health scheme will have to be reconsidered, and to be 
equitable the numbers of patients and costs should be corre- 
lated. The numbers in a rural practice are limited by the 
scattered population plus the time factor in covering a large 
area. For this reason, and because most of us have outlying 
surgeries to maintain, the costs are considerably higher. 

To show how inadequate has been the consideration given to 
the special conditions of a rural practitioner as distinct from 
one in or close to a country town, where the density of the 
population is naturally greater, the following should be noted : 
(1) The Spens Committee glossed over the increased cost of 
running a rural practice by saying that this could be met by 
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weighting mileage more heavily. (2) There would appear to be 
a dangerous notion that the cost of running a practice ‘is 
roughly one-third of the gross receipts, whereas in our rural 
practices it is roughly one-half this for the reason already 
stated. 

It may seem to be beyond the realms of credulity when I say 
that, were I to enter the Service on the proposed remuneration 
and were all my private patients to become public patients, 
and if expenses remained the same, including the basic salary, 
my net income would work out at about £2 per week. But 
there is always the mileage fund ! 

The terms of reference of the Spens Committee included 
inter alia “the desirability of maintaining in the future the 
proper social and economic status of general medical practice.” 
The Act as it would affect me makes a mockery of these terms 
of reference. I cannot believe that mine is an isolated case, 
and were others to publish their figures it would be found that 
I am not exaggerating. 

The payment under any scheme, in my view, to be equitable 
should vary on the density of the population. Even at this late 
hour it seems to me that an association of rural general prac- 
titioners should be formed to see that conditions peculiar to us 
are given proper consideration. Unless we move quickly we’ 
may find ourselves in the position of having to develop our 
hobbies into a trade and do medicine in our spare time.—I am, 
etc. 

Princes Risborough, Bucks. 


Oo. F. CONOLEY. 


What is an Adequate Capitation Fee ? 


Sir,—If remuneration is to be by capitation fee only, I think 
it would be better if a clear statement could be made on what 
the British Medical Association think is an adequate capitation 
fee. If 15s. 2d. to 18s. is even considered as an adequate fee, 
then, as I have said previously, remuneration by capitation fee 
alone will almost certainly prove a financial failure. I should 
say that a Capitation fee of £1 12s. 6d. might possibly be 
adequate. So far as the sale of practices is concerned, I would 
suggest that no great harm would be done if a practitioner 
received immediate compensation for what his practice is worth, 
and this could easily be calculated from the income-tax returns 
of the practice. Compensation could then be made in full 
instead of receiving a proportion of £66 million. A proportion of 
a set sum is no compensation if the number to be compensated 
varies. I agree that freedom to enter and choosé area of 
practice should be preserved, but I also consider that 
“ squatting” or setting up practice in a district already ade- 
quately cared for should be strongly discouraged by all 
responsible authorities. 

To anyone who may think I am pro-Bevan I can only say 
that my opinion concerning his views would not be printed in 
the British Medical Journal. My answer in the plebiscite will 
be a very negative “ No,” but I would like to see some Cefinite 
constructive suggestions, as something must be done to replace 
the faulty parts—I am, etc., 

Callander, Perthshire. 


F. C. M. McI-wrick. 


Remuneration in the N.H.S. 


Sir,—Perusal of your correspondence columns reveals little 
comment on the financial aspect of the National Health Service 
Act. If one were to-take part in the Service as the Act. stands, 
the restraint at present exerted by monetary considerations on 
the part of paying patients with regard to trivialities will be 
removed. Even with this restraint private practice subsidizes 
panel practice to a considerable degree, and yet in the Act 
remuneration per head is hardly any more than the present 
N.H.I. capitation fee. 3 

At a-recent discussion in this district it was estimated that 
attendances would be roughly doubled, and that this increase 
would be due to trivial complaints and extra certification, which 
would interfere with the time available for those needing 
medical attention. This increase would therefore come almost 
entirely from those whom we now call private patients. Atten- 
tion has been focused on the earnings of the doctor with 4,000 
patients, but very few, and only those in heavily populated 
areas, will have such a number on their list, and it is my con- 
tention that adequate medical service for so great a number by 
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one man is an impossibility. In this area there are five general 
practitioners serving a population of under 9,000, and we all 
work pretty hard. According to the proposals before us we 
shall each receive roughly £1,500 per annum gross. There 
is no provision for any adjustments due to alterations in the 
cost of living, and there is nothing to prevent the Minister on 
any pretext—probably the cost of administration of the Service 
will be found as convenient as any—from reducing the re- 
muneration by regulation within six months. 

Put shortly, we are expected to do more work for less money, 
expenses increasing all the time, and with no safeguards. Each 
doctor should work out the figures as they apply to himself 
and compare the result with the recommendations of the Spens 


Committee. If that doesn’t open his eyes he should see a 
doctor !—I am, etc., 
Fleet, Hants. T. C. JAMESON Evans. 


The Presidents and the N.H.S. 


Sin,—The attempted negotiations with the Minister were 
invited by the three Presidents of the Royal Colleges. In view 
of what has happened, I suggest that it would be only fair for 
them to admit that their policy of appeasement has been a 
failure and that the Minister evidently never had any intention 
of negotiating. Further, it is to be hoped that they will now 
lend the weight of their authority to backing the British Medical 
Association and the profession in the stand being.made against 
the dictatorial powers assumed by the ‘Minister. 

This is an important matter at the present time, when there 
appears to be an attempt to cause a split between practitioners 
and consultants, particularly as many people think that the 
opinions of the latter are represented by the Presidents.—I‘am, 
etc., 


Lincoin G. A. BaGot WALTERS, 


B.C.G. in Control of Tuberculosis 


Sir,—Prof. W. H. Tytler (Jan. 24, p. 173) argues that the com- 
parison made between vaccinated and control children by 
Levine and Sackett in the New York trials is vitiated by a 
“serious error in the statistical analysis which, if corrected, 
would leave the results showing almost the maximum possible 
difference in favour of B.C.G., though even that would have 
only a limited significance.” His argument runs as follows : 
Of the 11 deaths in the B.C.G. group 10 occurred in infants 
known to have been exposed to positive-sputum contact in the 
home prior to vaccination (his italics): since no claim has 


« been made that B.C.G. immunization could check an infection 


already established, individuals for whom that possibility exists 
must be excluded from the analysis—i.e., only one death must be 
counted against the B.C.G. group. Such a procedure, in my 
opinion, makes the resulting figures entirely meaningless. It is 
impossible to make such exclusions differentially. In other 
words, we cannot introduce a factor which can—and in this 
instance does—materially reduce the mortality in the treated 
group and yet is not to be applied similarly to the control 
group.- Why, too, should one make such withdrawals for the 
deaths and ignore the many similar cases of infants similarly 
placed who did not die ? Under such circumstances the result- 
ing comparison must be not only useless but grossly misleading. 

To my mind two specific questions might be asked with 
regard to the possible efficacy of B.C.G. in infants in tuberculous 
families—namely (a) : We can accept the world as it is, in which 
infants or young children in tuberculous households will, un- 
fortunately, often have been exposed to risk of infection before 
they have come under observation and before they can be 
vaccinated. Does vaccination with B.C.G. under such circum- 
stances confer, on the average, any benefit upon its recipients ? 
This appears to have been the situation in which Levine and 
Sackett were working. ‘ For instance, in 10 out of the 11 deaths 
of the B.C.G.-treated infants there had been exposure to a 
positive-sputum case from birth and the ages of vaccination 
were first week (four cases), three weeks (one case), second 
month (three cases), fourth month (one case), and tenth month 
(one case). There must,-of course, have been numerous similar 
cases, both in the B.C.G. and control groups, in which death 
did not occur. Accepting this situation, the New York ex- 


perience, in its efficiently controlled period, revealed no 
material, if any, advatitage to the’inoculated. 


tess 


Prof. Tytler thinks this is a useless question, since “jt 
neglects the principle of avoiding infection before.immunity has 


been established.” . Scientifically I would not dispute his objec- . 
tion : realistically, it may, of course, materially reduce the field - 


in which B.C.G. can operate, since it necessitates pre-detection 
of the tuberculous household and, removal of the infant at 
birth for some months. es 

(b) Accepting his objection, however, the second question js 
as follows : Are children not previously exposed to infection (so 
far as is known) more resistant to exposures after vaccination 
than similarly placed children who have not been vaccinated ? 
To answer it two similar groups, except for vaccination, are 
essential—both must be removed from exposure up to vaccina- 
tion or to a similar point of time, both must be returned to the 
environment at similar points of time. The subsequent history 
is then the criterion. Clearly that may be a very difficult trial 
to make, but how else can that question be approached? | 
certainly cannot be answered merely by “ correcting ” the deaths 
in the vaccinated group only.—I am, etc., 

London, W.C.1. A. BRADFORD Hii. 


Sulphamerazine Treatment of Pneumonia in Adults 


Sir,—In reply to the points raised by Dr. R. N. Johnston 
(Jan. 10, p. 73) we would say that the cases of pneumonia 
dealt with in our article were consecutive cases received by a 
large general municipal hospital, and are representative of this 
condition as seen at present in an industrial area of N.W. 
London. Radiological investigations and leucocyte counts are 
available, but as the article was written with a view to aiding 
general practitioners in the treatment of pneumania we did not 
feel their inclusion was: particularly relevant. Pneumococci or 
other pathogenic organisms were isolated in 70% of cases, as 
detailed in the article ; over a large series of cases previously 
investigated blood cultures did not seem to help in prognosis 
— assessment of severity, and therefore we have not continued 
them. 

We were aware of the statement that 80% of sulphamerazine 
is bound to the globulin fraction of the plasma, but we know of 
no statement as to what percentage of other “ sulpha ” drugs are 
so bound. Practical experience suggests that this is not a 
therapeutic disadvantage. 


The dosage we have used has been adequate, not only in, 


pneumonia but in many other conditions. Dr. M. D. Sheppard 
(p. 73) has been using a continuing dose twice as large as ours 
and we suggest this explains his cases of anuria. Three thousand 
patients have been treated in this hospital with sulphamerazine 
and in one case only has a deposition of crystals given rise to 
temporary anxiety. We are convinced that fluid intake is the 
important factor, associated with correct dosage.—We are, etc., 
Horace JOuLEs. 

S. D. V. WELLER. 


Central Middlesex County Hospital, 
London, N.W.10. 


Intra-arterial Injections of Penicillin 


Sir.—We were interested to read the annotation on intra- 
arterial penicillin (Dec. 27, 1947, p. 1040). We have been using 
arterially injected penicillin in infected gangrene of the lower 
limbs for the past three years. The rationale was to present the 
infected area with a massive concentration of penicillin which 
was impossible to achieve by any other known route. In the 
few cases so treated a remarkable diminution in the toxaemia 
and improvement in the general condition of the patient have 
been noted. Penicillin was also given intramuscularly to these 
cases. Occasionally we have combined penicillin with heparin. 
In none of the cases was it possible to save the limb. which 
had to be amputated. All survived the operation—the oldest 
case was 85. 

Bacterial flora of the infected area was ascertained in each case 
and penicillin sensitivity tests were done. The injections were given 
into the femoral artery and the technique was fairly simple. Patients 
were usually given “ omnopon” gr. 1/3 (22 mg.) and scopolamine 
gr. 1/150 (0.43 mg.) an hour before the injection. With the patient 
in a recumbent position a sandbag was placed under the hip, and 
the leg slightly abducted and externally rotated. The skin was 
shaved and the artery located in the groin by palpation. Its outline 
was marked by a skin pencil and the skin was disinfected with 
iodine. Usually a small weal of ““novocain”’ was-raised at the 
site of puncture. A 20-gauge needle was bent sufficiently to make 
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the-puncture easy, and the artery entered with the needle having 
its concavity upwards, the operator facing the patient’s feet. Occa- 
sionally an adapter was mounted to the butt-end of the needle. 

As soon as the needle entered the artery, rapid Spurting of bright 
red blood was noted, The syringe charged with Penicillin was 
mounted to the needle by an assistant, and the injection completed. 
The dosage used was 500,000 units of penicillin in 10 ml. of dis- 
tilled water. The site of arterial puncture was rapidly covered with 
a pad and firm pressure applied for a few moments. The site was 
then covered with an “ elastoplast *’ bandage. Sometimes several 
such injections were made into the artery. ‘ 

The difficulties encountered were: (1) Occasionally the artery 
slipped as the needle entered the subcutaneous tissues; this could 
be. avoided by fixing the artery between the thumb and the index 
fingers of the left hand. (2) Occasionally it was difficult to punc- 
ture the artery on account of thickness of its walls, but with a little 
change in the site of puncture this was overcome. 

The untoward accident which we met was the late development of 
subcutaneous extravasation of blood. This was due to accidental 
yenepuncture. 

Transcutaneous puncture of the femoral artery is not quite 
so simple as it may sound here, but with practice and skill the 
technique is soon mastered.-—I am, etc., 


Kingston-upon-Hull. 


Recent Outbreaks of Smallpox 


Sin.—The writer of a leading article in the Journal of Jan. 
24 (p. 157) alludes to the story, more than one version of 
which has met my eye lately, that Ricketts (mis-spelled 
Rickets) once misdiagnosed a case of smallpox. I am interested 
to discover the origin of this tale, and I would welcome details 
of a case which, to my regret, appears to be in danger of be- 
coming famous. For I am concerned lest, by force of repeti- 
tion. the story should become embodied in the literature and 
at this comparatively late. stage Ricketts should acquire the 
reputation of a great expert who made one mistake. 

Il am sure that Ricketts, in the course of his immense 
experience, erred more than once in the diagnosis of smallpox— 
as sure as I am that he would not have regarded his own judg- 
ment as infallible. The great Dr. Grace once remarked to a 
proud mother who presented her son as one who had never 
dropped a catch, “ Then, madam, your boy cannot have played 
much cricket.” 

No, Sir, rather does the true reputation of Ricketts depend on 
the unique teaching of his subject which has been transmitted 
through his immediate pupils, and most of which, fortunately, 
is placed on record in his book. Though published in 
1908. The Diagnosis of Smallpox contains, for those who 
will search diligently enough among its pages. almost every- 
thing relating to the clinical diagnosis of the disease which is 
known to us to-day ; including, for example, the fact which has 
been rediscovered by someone in every outbreak of smallpox 
of recent years that (I quote from your leading article) “* vaccina- 
tion is no certain prophylactic after contact has occurred.”—I 
am, etc., 
Dartford, Kent. 


G. M. Din. 


J. PICKFORD MARSDEN. 


Superior Mesenteric Arterial Occlusion 


Sir,—I read with interest Mr. W. Garden Hendry’s article on 
mesenteric arterial occlusion (Jan. 24, p. 144) in which he 
describes a case of recovery without resection. A similar case 
was admitted to this hospital recently. 


A girl of 12 years was admitted to Booth Hall Children’s Hospital 
on Dec. 30, 1947, complaining of abdominal pain of four days’ 
duration. She had undergone a routine appendicectomy here 30 days 
previously and had been discharged 7 days later. 

Four days before admission she complained of central abdominal 
pain of a severe colicky nature. The pain occurred about every 
5 minutes and lasted 1-2 minutes. Her bowels opened twice that 
day and no blood was seen. The pain persisted in frequency and 
intensity, and there was no further bowel action. For the last 48 
hours she vomited repeatedly. 

On examination she was found to be an ill child with sunken 
eyes, a dry brown-coated tongue, and faecal-smelling breath. Her 
temperature was 97.6° F. (36.4° C.), and pulse 122, of poor volume. 
The abdomen showed a recently healed pararectal scar. There was 
distension in the hypogastrium with visible dilated coils of gut. No 
peristalsis was seen. On palpation the coils of gut were palpable and 
very tender. There was well-marked. rebound tenderness; shifting 
dullness could not be detected clinically. On auscultation the gut 
sounds were few in number and high-pitched. Per rectum the rectum 
was ballooned and a tender coil of gut palpable in the pouch of 





Douglas. Routine examination of the other systems revealed nothing 
abnormal. While being examined the girl vomited 50 ml. of stercora- 
ceous fluid. The residual gastric contents were aspirated and an 
intravenous glucose-saline infusion set up. 

Laparotomy was performed through a right paramedian incision 
under intratracheal anaesthesia. The abdomen contained 2-3 pints 
(1.1-1.7 litres) of blood-stained fluid which did not clot on stand- 
ing. The last 3-4 feet of ileum with its mesentery were in a state of 
haemorrhagic infarction. The gut was a deep purple colour, oede- 
matous, showed no peristalsis, and did not change colour on the 
exhibition of 100% oxygen. The mesentery was over 1/2 in. (1.3 
cm.) thick with no visible or palpable pulsation in its vessels. No 
adhesions or volvulus were found. As the affected bowel extended 
to 1 in. (24 cm.) from the ileo-caecal valve and the patient’s con- 
dition was deteriorating, a Paul-Mikulicz type of operation was per- 
formed, using the mobilized ascending colon and normal ileum 
2 in. (5 cm.) proximal to the affected por.ion. In an effort to 
prevent resection later, a rubber catheter was sewn into the proximal 
limb. The exteriorized bowel was wrapped in gauze soaked in 
liquid paraffin. 

The patient’s condition rapidly improved after the infusion of 3 
pints of plasma. Anticoagulants were not immediately available and 
were not used. Thirty hours later the dressings were removed. The 
ileum was still oedematous and plum-coloured but now showed 
definite peristalsis: the mesentery had not changed in appearance and 
there was no pulsation in the vessels. The catheter was removed, 
the enterostomy closed, and the gut replaced. . 

The next day there was no aspirate from the Ryle’s tube and she 
was allowed fluids by mouth. She had 12 motions in the succeeding 
48 hours, all of which contained mucus and altered blood. Intra- 
venous fluids were discontinued on the third day. The patient sat 
out of bed on the next day and was discharged fit on the eleventh 
post-operative day. On discharge the coils of gut were still palpable 
and slightly tender. 

This case, I feel, was one of mesenteric vascular occlusion 
secondary to pressure by an adhesion from the previous appen- 
dicectomy (the last 4 feet of ileum are always examined for the 
presence of a Meckel’s diverticulum). The fortunate issue de- 
pended upon her age and the ease with which a collateral 
circulation became established through longitudinal vessels in 
the ileal wall. The marked improvement in her condition after 
the rapid infusion of 3 pints of plasma agrees with Mr. 
Hendry’s comments on the causation of shock in these cases.—I 
am, etc., 

Manchester. ANTHONY R. ANSCOMBE, 


Air Embolism during Operation 


Sir,—The article by Drs. C. Langton Hewer and H. I. Coombs 
on “ Fatal Air Embolism during Mastectomy ” (Jan. 17, p. 97) 
is an interesting one, and this case raises several points which 
are insufficiently widely known. It is likely that air embolism 
during operation is more frequent than is generally believed, 
although in all probability its effects are either not recognized 
or, if noted, are not appreciated as being of any particular 
significance. Entry of air into a vein at operation is largely 
a matter of hydrostatics, and where the damaged vessel is 
situated above the level of the heart there is always a possibility 
of air entering the vein, especially during inspiration. Pressure 
variations in the great veins can be clearly seen at operation 
and must be familiar to all surgeons. 

Hewer and Coombs point out that their patient’s shoulder 
was raised on a sandbag and that pressure in the axillary vein 
was probably negative during inspiration. In the case of mine 
to which they refer the air embolism occurred several days 
after a severe facial wound with injury to the internal jugular 
veim. My co-author, a physician with a mechanical turn of 
mind, was greatly interested by the hydrostatics of our case 
and pointed out that had the patient been lying flat instead of 
sitting up in bed he would probably have had a secondary 
haemorrhage instead of an air embolism when the wall of the 
vein gave way. Since that time I have always made a point of 
having the head of the table slightly lowered to distend the 
axillary vein during a radical mastectomy, and to distend the 
internal jugular vein during dissection of tuberculous glands and 
similar operations in the neck. The classical description of air 
embolism at operation is of an audible “hissing” or “ gurg- 
ling” ; this may occur in some cases, but air may also enter a 
vein quite silently. I believe that this occurrence may actually 
be much more common than the type of air embolism so 
classically described, and surgeons should be on their guard 
against it. 
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Hewer and Coombs are to be congratulated on publishing 
their case and bringing this problem once more to our notice. 
The moral of this case is obvious and every effort should be 
made to avoid the possibility of air embolism at operation. 
The simple expedient already described should be an adequate 
preventive when working on the neck or axilla ; it only remains 
to warn those gynaecologists and others who make use of the 
high Trendelenburg position that air embolism may equally 
well occur from the iliac and pelvic veins. This consideration 
may, perhaps, further encourage the abandonment of the high 
Trendelenburg position, a posture which (owing to the weight 
being carried by the shoulders and the backs of the flexed legs) 
considerably impedes respiration, and may cause damage to the 
deep veins of the calf with increased liability to post-operative 
thrombosis.—I am, etc., 


Radlett, Herts. REGINALD S. MURLEY. 


Sterilization of Syringes by Hot Air 


Sin,—We regret that the brevity of our comments (Nov. 22. 
1947, p. 854) on your note (Oct. 25, p. 680) has conveyed 
to your correspondents, Dr. Charlotte Riesenfeld and Mr. 
J. C. H. Hanson (Jan. 10, p. 77), the impression that we 
doubt the efficacy of sterilization of syringes (and other instru- 
ments) by hot air under ideal conditions. Certain instruments— 
e.g., Amsler’s needle for abstraction of fluid from the anterior 
chamber of the eye for cytological examination—can be 
sterilized in no other manner. Our aim in quoting the failures 
recorded by Hanne was to emphasize the difficulty of obtaining 
these ideal conditions in practice, and to indicate both the 
possibilities (and disadvantages) of alternative methods. 

As Miss Riesenfeld and Mr. Hanson hold that “ many hot- 
air ovens fall short of the ideal” and itemize the careful con- 
tro's they feel are advisable, it must, we think, be admitted that 
without the provision in many cases of new apparatus and 
trained staff the method cannot readily be applied in the near 
future. As both trained staff and complex sterilizing 
apparatus are, as well as instruments, in short supply, it seems 
possible that the quicker, effective, and simpler detergent 
methods mentioned may yet be regarded as having something 
to commend them in those applications where there is no 
known disadvantage or specific contraindication.—We are, etc.., 


JOHN FOSTER. 


Leeds. C. H. LE May. 


Curare 


Sir,—I have employed this method of giving curare, in close 
co-operation with Dr. Margaret Poston, Dr. H. J. Simmons, 
and Dr. A. H. Saleh, who regularly give anaesthetics for me. 
The method applies only to upper abdominal cases. : 

After the abdomen is opened I inject the drug slowly through 
a fine needle into the presenting liver edge. This may sound an 
unnatural injustice to a blameless organ, but it is difficult to imagine 
that any more damage is caused than by a retractor. I used to seal 
the puncture with diathermy, but this is unnecessary. I have never 
had failure with the drug and rarely use the en‘ire ampoule of 15 mg. 
I give the dose which the anaesthetist requires, judged by him on the 
behaviour and physique of the patient, usually 1 ml., or 10 mg., for 
a normal adult. There has never been any suspicion of disturbance 
at the site of the injection. The muscular effect develops rather sud- 
denly after two or three minutes and lasts as a rule for the duration 
of the operation, usually a gall-bladder or gastric procedure. 

Against the only possible disadvantage of local liver damage, 
this method has certain advantages over the usual intravenous 
route. First, the timing is dead accurate and therefore a much 
smaller dose is required. Secondly, the method is extremely 
simple and there are no “ administrative ” difficulties. I cannot 
see that it is ever advisable to leave a needle lying in a vein for 
an indefinite period, and I find an intravenous infusion a 
nuisance in the theatre and avoid it whenever possible. Worst 
of all is the sudden groping for an arm with disturbance of 
towels and the discomfiture of the surgeon. 

A third advantage is also a condition for its success : there 
must be close co-operation between the surgeon and the anaes- 
thetist, and this is particularly important with curare, which is 
an anaesthetist’s drug of whose early and late effects the surgeon 
remains the final judge. There is a style of abdominal anaes- 


thesia which I particularly avoid, when a patient leaves the 
theatre after a half dose of anaesthetic and the repeated summa- 


— 


tion of more than a full dose of curare. The method which I have 
described requires a reasonable lével of anaesthesia before the 
abdomen is opened, and curare serves only as an adjuvant to 
provide an upper abdominal field which almost approaches the 
perfection of a local anaesthesia. I do not use a second dose 
to make closure easier, and the patient never returns in any- 
thing like a curarized state. Anaesthetists may criticize this 
method, but my anaesthetists are very satisfied with it, although 
I notice that they watch very carefully how much | inject. | 
seems to me that the method offers no change in the best use 
of curare, but it does offer a little extra convenience aij 
round.—I am, etc., 
Manchester. 


G. O. JeELLy. 


Hay Fever to Eczema via Benadryl ? 


Sir,—At the end of the hay-fever season I saw two similar 
cases that suggest a possible changed allergic state. Both were 
women in their late forties who had suffered from seasonal hay 
fever every summer since girlhood. This season, however, their 
respective medical practitioners had prescribed “ benadryl” 
150mg. daily, with complete supression of symptoms. Both 
had taken the tablets continuously until the end of August, 
when, within a week of each other, they presented an 
eczematous eruption of face, neck, and forearms. Under con- 
servative treatment with mild tar applications the eruption 
rapidly subsided, and both patients are symptom-free. 

I am unable to find any reference to benadryl causing an 
eczematous eruption, although usage has been widespread. As 
neither patient had in the past suffered from any skin symptoms 
the possibility occurred to me that the suppressive action of 
benadryl may have transferred the reaction from the nasal 
mucosa to the skin. 

Both patients have promised to report to me next year before 
the hay-fever season starts and before taking benadryl, for 
observation.—I am, etc., 


Warwick. K. M. ToMLinson, 


Convulsive Properties of Thiopentone 


Sir,—Dr. R. L. Wynne in his interesting article (Jan. 10, p. 48) 
has again brought to our attention the arm and shoulder move- 
ments which may occasionally accompany induction of thiopen- 
tone anaesthesia. He points out that minor movements have 
been widely observed but seem to have roused little comment. 


In a small series of consecutive thiopentone administrations in 
which such arm movements were specifically looked for, I failed to 
encounter any gross manifestation similar to the case he describes, 
although in the past I had seen such reactions with “evipan.” I 
did, however, record 40 instances of brisk simple pronation and 
internal rotation, occasionally bilateral, and sometimes accompanied 
by momentarily rhythmic “shoulder shrugging.” The minor 
unilateral reactions suggested a form of “* withdrawal response ” and 
could hardly be described as convulsive, but they merged by degrees 
into, and invariably formed a component of, the more complicated 
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patterns of a convulsive type. The age-frequency distribution of 
these phenomena is noteworthy and can be seen from the table. 
Whereas some form of motor response occurred in 38.8% of 85 
children between the ages of 5 and 15, similar manifestations were 
observed only in about 1% of 654 patients scattered throughout older 
age groups. The movements appeared to come on spontaneously 
on 16 occasions, but their onset coincided with the withdrawal of 
the needle or application of spirit in 17 cases. In the remaini 

seven, pulling forward the chin seemed to act as a trigger mechanis' 
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ial 
of the second and third groups is 4.3 times its standard error. 
This result may be due solely to the influence of age, but the 
effect of premedication cannot be overlooked. “The use of 
opiates, or to a greater extent the absence of premedication, may 
well be important factors. The young children in my series 
were given “seconal” and atropine, the older children and 
adults “ opoidine” and scopolamine, the change being made 
about the age of 12. My figures are too few to give a definite 
answer to this side of the question, neither would it be justifiable 
under the circumstances further to subdivide the younger age 
groups. But it would indeed be interesting to collect a series 
of cases, with an accent on youth, sufficiently large to stand 
the strain of rigid analysis with respect to the principal variables 
of age, sex, general condition, premedication, dose of thiopen- 
tone, rate of injection, time of onset and type of movement, 
nature of stimulus, etc. I hope that such an undertaking may 
commend itself to some suitably diligent and neurologically 
minded anaesthetist whose work brings him into contact with 
large numbers of juvenile patients.—I am, etc., 


Hillingdon, Middlesex. H. J. V. Morton. 


Iridocyclitis Treated with Benadryl 


Sir,—The use of “ benadryl ” in certain allergic manifestations 
is well established. The response to this drug of a case of 
acute iridocyclitis may be of interest. A male patient, aged 30, 
suffered from recurrent attacks, lasting from 10-12 weeks, of 
iridocyclitis over a period of ten years. Treatment consisted 
of the usual atropine and local application of heat. Detailed 
investigation during this period revealed no_ pathological 
condition. : 

A more recent attack treated with benadryl t.d.s. a week 
after onset clearedjrapidly during the course of the following 
three weeks. A subsequent attack treated promptly at the 
onset cleared completely within three days.—I am, etc., 


Moseley, Birmingham. BARBARA SHAW. 


Drug Addiction 


Sir,—I do not understand Dr. F. R. Ellis’s assertion (Jan. 24, 
p. 175) that morphine addiction is incurable “ notwithstanding 
all evidence to the contrary.” Of what possible use is any 
evidence if it is to be discarded in so arbitrary a manner? I 
disagree with Dr. Ellis because out of 90 addicts treated with 
auto-sero-therapy, about 50% have remained cured after a 
varying lapse of years, from ten years downwards. The prog- 
nosis depends mainly on two factors : (1) a strong incentive to 
be cured ; (2) the duration of the addiction. A patient who has 
been addicted for many years is far more likely to relapse than 
one who has taken large doses for a few months.—I am, etc., 


Bournemouth. MARGARET VIVIAN. 


Biography of the late Sir Joseph Barcroft 


Sir,—Lady Barcroft and Prof. Henry Barcroft have honoured 
me by inviting me te write the biography of the late Sir Joseph 
Barcroft, C.B.E., F.R.S. .I have’ accepted the invitation in the 
certain belief that I can count on the assistance of Sir Joseph’s 
numerous colleagues and friends, and I write this letter to 
enlist their assistance, which will receive full acknowledgment 
in any consequent publication. 

The form which such assistance will take will vary from 
individual to individual. One may make suggestions as to treat- 
ment of the subject, another may provide an anecdote, another 
may give an instance of Sir Joseph’s generous help in research, 
and so forth—it is not for me, at this stage, to ask for specific 
information about this or that aspect of Sir Joseph’s life and 
work. I must, however, give a closing date for the receipt of 
such material, and the date I have in mind is the last day of 
April, 1948. 

I should be grateful if the material could be sent to me at the 
Department of Physiology, the Medical College of St. Bartho- 
lomew's Hospital, Charterhouse Square, London, E.C.1, with 
clear indications as to whether it is to be returned to the sender 
or can be retained. 

Should I be prevented from writing the biography, I assume 
that I may hand over any material so received to an alternative 
author chosen by Lady Barcroft and her son.—I am. etc.. 

London, E.C.1. K. J. FRANKLIN. 


POINTS FROM LETTERS 


National Health Service 

Dr. A. A. REmw (Newcastle-upon-Tyne) writes: I would suggest 
four inviolable principles which we must be prepared to fight 
for to the last: (1) The preservation of the doctor-patient relation- 
ship; (2) the right of appeal to the courts; (3) the correction 
of the legal ambiguities relating to existing partnership agree- 
ments; (4) a binding promise that the “closed shop” policy 
should never be applied to medicine. ... Apart from matters 
of principle, material ends are not to be despised, but they should 
be kept distinct. The necessity of the continued sale and purchase 
of practices sticks in the throats of many members of the B.M.A. 
Insistence on this forms a useful lever in the hands of such as the 
Minister. The Spens Report, which has been accepted by Mr. Bevan, 
must be fully and honestly implemented. To pretend that an 
increase in remuneration of 10 or 20% is a true assessment of the 
present degree of inflation is rank deceit and dishonesty. Let us 
insist that the Minister sticks to his promise. Wages, according to 
Government statistics, have increased by 73% since 1939. Let us 
insist that the Spens figures be increased by 50% at the. least... . 


The Extent of Neurosis 

Dr. Avice E. Buck (London, W.1) writes: May I say how 
heartening it was to read Dr. Erskine’s letter (Jan. 24, p. 175). The 
time has now come when this question should be genuinely attended 
to, and not given merely lip service. The facts are that training 
facilities in such work are, as far as the universities are concerned, 
inadequate and obsolete. The D.P.M. schedule is hopelessly inept. 
The most important parts of the training of a mental health worker 
—i.e., his personal development and analysis—are ignored. He 
could pass D.P.M. and be a menace in regard to the treatment of 
both neurotics and psychotics. The banner of greater knowledge is 
being carried by comparatively few people. This state of things 
should be recognized and remedied. 


Severe Reaction after Penicillin 

Dr. D. HEFFERNAN (Worcester Park, Surrey) writes: 1 read, with 
considerable interest,. Dr. J. F. L. Walley’s report (Jan. 24, p. 150) 
of a severe reaction following penicillin ‘injections, as I saw an 
almost identical reaction following penicillin injections in one of 
my patients. 

A young man aged 19 consulted me because of repeated boils 
and abscesses. I gave him six intramuscular injections of 100,000 
units of penicillin (sodium salt) at intervals of four days. These 
injections ended on Dec. 19, 1947. On Jan. 5, 1948, I called to see 
him because of a rash on his body. He then had a typical giant 
urticaria, with a temperature of 100° F. (37.8° C.). I put him on 
ephedrine gr. 1/2 (32 mg.) thrice daily and saw him again on Jan. 7. 
His condition was much the same, although the swellings had sub- 
sided somewhat. Two days later his condition was much worse—the 
rash had now completely disappeared, but he looked extremely ill, with 
a temperature of 100° F. He complained of anorexia and nausea, 
and also severe pains and stiffness in all his joints, particularly his 
wrists, fingers, and elbows. I then put him on tab. aspirin gr. 10 
(0.65 g.) every four hours and saw him next day. His condition 
was no ‘better, and as I suspected rheumatic fever ¥ sent him into 
hospital. He has now completely recovered. 

This case is almost identically the same as the one described by 
Dr. Walley and:may.be a rare, but distressing, .reaction following 
penicillin injections. , , 


State Controlled 

Mr. Eric VERNON (Douglas, Isle of Man) writes: First tet us realize 
that the N.H.S. Act was never designed with an improvement in the 
nation’s medical services as its primary object. Even in the day 
of the National Government the plan was only adopted because 
their prior acceptance of the social security programme had made a 
medical service an unavoidable necessity—that is, it was adopted 
for political and not medical reasons. The Act as now passed by 
the present Socialist Government is also a political necessity to 
them; it is a pure instrument of National Socialism whose expressed 
aim is the creation of a full-time salaried service. The State- 
employed doctor is the ‘State-controlled doctor: concede the one 
and you concede both. The Minister’s: recent behaviour shows 
beyond all doubt that he is far more concerned with the political 
control of the proposed service than with its medical efficiency, and 
it must be clear to anyone who looks beneath the surface at all that, 
far from opposing the will of the nation, we are actually protecting 
it from an Act designed against its interests. We, the former friends 
of our patients, are expected to become a body of medical policemen 
protecting the Treasury purse from the depredations of a malingering 
public by “ controlling certification of sickness ’—and we are saying 
“No.” This may be politically wrong of us, but there can be no 
doubt that it is medically right... .. 
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EDWARD STAINER, D.M., F.R.C.P. 


Dr.. Edward Stainer, who had been living in retirement in 
Buckinghamshire for the last twenty-five years, died on 
Jan. 23 at the age of 78. The son of Sir John Stainer and 
a student at Oxford University, he took his medical training 
at St. Thomas’s Hospital, graduating B.M., B.Ch. in 1897. He 
proceeded D.M. in 1912, and was elected F.R.C.P. in the follow- 
ing year. He was head of the Skin Department at St. Thomas’s 
Hospital from 1902 until 1920, when failing eyesight occasioned 
his resignation. 

We are indebted to Sir Ernest Graham-Little for the follow- 
ing appreciation: Edward Stainer and I were next-door neigh- 
bours in Wimpole Street for many years at the beginning of 
this century. We were both bachelors, both heads of dermato- 
logical departments at teaching hospitals, and became intimate 
friends. One of our common major interests at that date was 
the building up of the Dermatological Society of Great Britain. 
The long-established Dermatological Society of London was 
in possession of the field, but it admitted to its membership 
practically only those who were heads of dermatological 
departments at the great hospitals, and Stainer and I and a 
group of friends wished to provide common ground for meet- 
ings between the leaders of the specialty and practitioners who 
had not taken the plunge of specializing -but were neverthe- 
less interested in dermatology. The younger Society therefore 
naturally attracted the younger men and provided very friendly 
and stimulating gatherings. Stainer, as head of the dermato- 
logical department at St. Thomas’s Hospital, was a frequent 
and highly appreciated exhibitor at its meetings, as is recorded 
in the earlier volumes of the British Journal of Dermatology up 
to 1907, when, to the regret of many members of both Societies, 
they became merged in the Section of Dermatology of the 
Royal Society of Medicine. He was an acceptable teacher 
with a pretty wit. One of his happy phrases won wide circula- 


’ tion in our dermatological world. Struck with the increased 


incidence of alopecia areata after the air raids on London in 
the first world war. he coined the description “alopecia air 
raider,” which fixed that causation indelibly in the minds of 
his pupils. He filled the office of Dean of the Medical School 
at St. Thomas’s for several years, and was active in the social 
life of the hospital and of medical London. He had many 
interests outside his profession, especially in the musical world, 
where his father had been so great a figure. He enjoyed all 
his life. a settled income which made him independent of his 
profession and in a measure deprived him of incentive to con- 
tribute to its literature. His friends will cherish his memory as 
a cheerful and merry companion and a loyal co-worker in 
medico-political campaigns. 


B. A. LLOYD, Ch.M., F.R.C.S. 


Prof. B. A. Lloyd, emeritus professor of forensic medicine in 
the University of Birmingham and consulting surgeon to the 
Birmingham United Hospital, died suddenly on Jan. 22 at the 
age of 63 at his home in Edgbaston. 

Bertram Arthur Lloyd was educated at King Edward’s High 
School, Birmingham, at the University of Birmingham, and at 
the London Hospital. He qualified M.R.C.S., L.R.C.P. in 1908, 
graduating M.B., B.S. in the following year, and he took the 
F.R.C.S. in 1911. He held resident appointments at the Queen’s 
Hospital, Birmingham, and at the Great Ormond Street Hospital 
before -becoming R.M.O. at the Charing Cross Hospital. He 
served as a captain in the-R.A.M.C., and from 1915 to 1919 
was attached to the Ist Southern General Hospital. He re- 
turned t6 Birmingham after the war and was soon appointed 
to the staff of the Queen’s Hospital, the Children’s Hospital, 
and the Smallwood Hospital at Redditch. He was professor 
of forensic medicine at Birmingham and an examiner in the 
subject at the University of Bristol. He also acted as a medical 
referee under the Workmen’s Compensation Act. He was presi- 
dent of the University Graduates’ Club in Birmingham in 1935, 
and in the following year was president of the University of 


Birmingham Medical Society. 


OBITUARY 


British 
MEDICAL JourNnaL 


ee 


Prof. H. F. Humphreys writes: May I be allowed, as an old 
friend of more than fifty years’ standing, to add a personal 


tribute to your account of Prof. Bertram Lloyd’s career ? He - 


was a man of simple modesty to whom prominence on a plat- 
form, contention in a committee, and even writing for publica- 
tion were alike distasteful, so that he was known to the world 
only as a capable and conscientious surgeon, and latterly as 
an erudite professor. But he was a man of quite exceptional 
intellectual power and range, never happier than in his study 
In youth he displayed a flair for mathematics and was always 
at home in the developments of science. This doubtless contri- 
buted to his mastery of the piano, which reached a high profes- 
sional standard until the claims of surgery bereft him of the 
leisure for those daily hours of digital practice without which 
no pianist can excel. He was a voracious reader on many 
subjects and had a particular interest in Oriental scripts. Ip 
fact, languages fascinated him, and there were few European 
tongues of which he did not command a working knowledge 
and few Continental countries he had not visited. He was the 
perfect’ travelling companion, organizing details so smoothly 
that everything seemed to conspire to make the holiday a 
success, and he was always prepared, in spite of a never very 
robust physique, to face any exertion required to put him on 
terms with the mountains he loved so well. Bertram Lloyd. 
was one of the most lovable of men, held in affectionate regard 
by a wide circle of friends. They all found great cause for 
satisfaction in the happiness of his marriage, and will wish to 
offer their sympathy to his widow, Hilda Lloyd, the present 
professor of midwifery and gynaecology in the University of 
Birmingham. 


Dr. NoEL CONSTABLE ForsyTH, of Malton, died on Jan. 16 
at the age of 69. Dr. Forsyth, who was born on the Isle of 
Mull, was educated at Loretto and Edinburgh University, where 
he graduated in 1905, proceeding M.D. in 1910. He was house- 
physician to the Royal Hospital for Sick Children in Edinburgh 


and a house-surgeon at the Edinburgh Royal Infirmary before © 


starting in general practice at Malton, Yorks. He was particu- 
larly interested in paediatrics, and was medical officer of the 
Castle Howard Farm Reformatory and an honorary physician 
at the Malton Cottage Hospital. He was also medical officer 
for the North-Eastern Railway and for the Post Office. He 
had been a member of the British Medical Association for 
over md years and was chairman of the York Division in 
1928-9. . 

A friend writes: The death of Noel Forsyth will bring sorrow 
to friends all over the world. His was an outstanding person- 
ality which drew to him the affection of those who penetrated 
his sensitive shyness. To his professional work he brought the 
best of his great skill, and his death will be mourned by all 
classes of the community in which he worked for forty years. 
He remained an enthusiastic student all his life, and he worked 
continually towards a further and fuller knowledge of all the 
latest developments of the science and art of medicine. To see 
him at work was to realize that all the gentleness, sympathy, 
and tenderness of human nature are not feminine attributes 
only, but that they are given to some men as well. Yet, on 
occasion, he could be blunt in speech in real Abernethian style. 
His early days were spent in the Western Highlands, and to his 
Celtic temperament Noel owed much of those things which, 
outside his profession, gave him joy. He was a lover of all 
things artistic. Music especially was a solace and inspiration 
to him, not only as a listener, for he was a ‘cellist of first-class 
calibre. After music his greatest hobby was wood-cutting. He 
had the freedom of the woods on one of the largest estates in 
the North Riding, and on Thursday afternoons he could always 
be found there cutting up the big boles of fallen oaks. A loyal 
friend, a first-class doctor, especially in the practice of obstetrics, 
and a very perfect Highland gentleman has passed over. 


Dr. WINSLOW SEYMOUR STERLING BERRY, who died recently 
in Eire, was the elder son of the late Bishop Sterling Berry. 
He graduated at Trinity College, Dublin, in 1904, practised 
for a decade in Armagh, and then served from 1914 to 1919 
in the R.A.M.C. with the rank of major. Towards the end of 
his service he was a D.A.D.M.S. with the British Army of 
the Rhine. He- was mentioned twice in dispatches and was 
awarded the O.B.E. and the Belgian Croix de Guerre. After 
his demobilization he became a medical inspector under the 
Irish Local Government Board and remained in the depart- 
ment when the Irish Free State was constituted in 1922. Subse- 
quently he was deputy chief medical adviser until his retirement 


in April, 1946. 
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THE PLEBISCITE 


In the House of Commons on Jan. 29 Mr. TiFFANy asked the 
Minister of Health whether he was aware of the nature of 
the plebiscite in which doctors were being asked to participate 
in regard to the National Health Service Act, and if he had 
any statement to make. 7 p 

The Minister of Health, Mr. Bevan, replied: I understand 
that each doctor has to sign his name-on the voting paper, 
with his address and professional particulars, and the Associa- 
tion conducting the ballot is itself engaged in a campaign to 
induce the doctor to vote one way. This House may well feel 
that this procedure is a long way removed from the secret 
ballot and the workings of democracy as we know it in this 
country and that it is bound to cast doubt on the validity of 
the result. ; , . 

Mr. SOMERVILLE HastINGs: Will my right honourable friend 
take steps to see that all the doctors concerned have know- 
ledge of what he has just told the House ? 

Mr. BEVAN: The doctors, of course, will be informed when 
they receive the plebiscite form itself, because there they will 
see that it is not a secret vote but an open ballot. 

Mr. BairD: As the doctors seem to be taking the law into 
their own hands in this matter, does my right honourable friend 
not think that this House should have an opportunity of express- 
ing its views on this attempted blackmail ? 

Mr. BEVAN: This is a question which ought properly to be 
addressed either to the Prime Minister or to the Leader of the 
House because it involves procedure and giving an opportunity 
for debate. So far as I am concerned, the Government’s case is 
so strong that I should welcome an opportunity of deploying it. 

Mr. CHURCHILL: There is no compulsion, of course, on any 
medical man to take any notice of this paper unless he likes ? 

Mr. BEVAN: None at all, as I understand it, but of course 
open votes of this description always give rise to the possibility 
of intimidation. 

Mr. CHURCHILL: Intimidation ? 

Mr. BEVAN: It was because open votes of this sort were 
removed from our constitutional practice that the secret ballot 
was established. Fear of intimidation is the reason for the 
secret ballot. 

Col. Ettiot: Is that the reason why—— 

Hon. MEMBERS: Order. 

Dr. Stross: In view of the great importance of this matter 
to everyone, may I ask the Leader of the House in his presence 
whether he will not now give us an early date so that we shall 
have an opportunity of debating the matter ? 

Mr. SPEAKER: I must point out here that there must be 
responsibility of a Minister, and a Minister is not responsible 
for the form in which this ballot has gone out. Therefore a 
debate is rather awkward at the present moment. 

Col. StoppaRrT-Scott: Why should signing a ballot form 
invalidate a vote? In the university elections you sign your 
ballot form. Any doctor, whether he is a member of the 
B.M.A. or not, and I myself am not, has no need to vote unless 
he wishes, and if he does not wish to sign his ballot form he 
need not do so. Therefore I do not see that it makes any 
difference whether you sign it or not. 

Mr. SIDNEY SILVERMAN: Is there not all the difference in the 
world between signing a ballot paper in a university election, 
where the university takes no rt in the election and is 
indifferent to the result, and signing a ballot paper to be sent 
to an Association which has already taken sides, indicated a 
preference, and hopes for a result ? 

Mr. SPEAKER: That would seem to be a little hypothetical. 
The point has been made, and I should think we had better 
leave it at that now. 

Mr. GALLACHER: May I put a point to the Minister ? 

_Mr. SPEAKER: My decision was that we should carry on 
with the next business. 

Mr. TiFFANY: On a point of Order, Mr. Speaker, may I 
point out that I put down this Question on the Order Paper 
and have had no opportunity of putting a supplementary ? 

Mr. SPEAKER: If the honourable gentleman wishes to put a 
supplementary, seeing he put the question down, I am prepared 
to allow it. 

Mr. TIFFANY: May I ask the Minister whether this form of 
taking a plebiscite is not reminiscent of pre-war Germany, and 
should we not place the same value on the results of the 

election as we did upon those ? 

Later the Lord President of the Council was asked by Mr. T. 
REID if in view of these questions and answers he would arrange 
a day for discussion of the doctors’ ballot. 


Mr. HERBERT MorrISON :said that if a debate took place it 
would have to be on a somewhat wider issue than the plebiscite. 
It might cover outstanding issues in dispute between the 
Minister of Healt and the British Medicai Association. The 
Government would not be unsympathetic towards a debate as 
early as possible. 


Health and Rations 


Mr. SHINWELL on Jan. 27 stated that the change of environ- 
ment of Army recruits, and the regular meals, graduated exer- 
cise, and comparative open-air life, stimulated the young recruit 
so that he made full use of the energy provided by his rations 
and any additional food available from N.A.A.F.I. and other 
sources. The initial result of training was a reduction in weight 
owing to loss of fat. This was followed bya gain in weight 
due to the improved mechanical efficiency of the body with a 
consequent saving in energy expenditure, and the diversion of 
the energy value of the diet to the building up of the heavier 
muscle tissues instead of fat. The end-result in six weeks on 
the average was a gain in weight of four pounds. 

On the following day Mr. A. V. ALEXANDER announced 
changes in the rations of the Army, Navy, and R.A.F., to 
bring Service rations broadly into line with the food available 
to the civilian labourer. The amount of meat and offal would 
be reduced by 124 oz. a week, bacon and ham by 44 oz. a 
week, and cheese by 1} oz. a week. By way of compensation. 
and to make good the existing deficiencies in those items, the 
amount of fats would be increased by 23 oz. a week, and sugar 
by 34 oz. a week. The net calorie reduction that would result 
from these adjustments would fall to be met partly by an 
increase of bread and partly by additional purchases of fish, 
vegetables, and such other unrationed items as were available. 
These adjustments applied only to the Forces stationed at home. 
The calorie value of the ration would remain at 2,900 for men 
and 2,600 for women. 

Dr. EpItH SUMMERSKILL said on the same day that no re- 
ductions in the scale of rations for the Forces at home or 
abroad had been made during 1947. 


Alien Doctors 


Mr. HASTINGS on Jan. 29 asked how soon any of the doctors 
covered by Section 3 of the Medical Practitioners and Pharma- 
cists Act could hope to secure permission to practise in this 
country. 

Mr. Bevan replied that applications for registration under 
the Section were a matter for the General Medical Council. 
Certain. preliminary work had been necessary before formal 
applications could be invited. This was nearly complete. 


Permission to Publish 


On Jan. 29 Col. Stoppart-ScoTt inquired if the doctors 
and dentists who entered the National Health Service would 
have complete freedom to publish articles and books without 
having to seek permission. He asked Mr. Bevan for an assur- 
ance that there would be no attempt to suppress freedom of 
publication. 

Mr. Bevan replied that so far as he was concerned there 
would be no restriction whatsoever in the National Health 
Service on the publication of scientific or clinical writings. 


Practice after the Appointed Day 


Sir Henry Morris-Jones on Jan. 27 asked what would be 
the position on July 5 of panel practitioners who found them- 
selves unable to take up service under the National Health Act 
but who intended to continue to practise. 

Mr. BEVAN said that these practitioners would be able, if 
they wished, to take part in the new National Health Service. 
The old National Health Insurance Service would be superseded 
by the new arrangements at that date, but a doctor could confine 
himself entirely to private practice. 








Universities and Colleges 








ROYAL “FACULTY OF PHYSICIANS AND SURGEONS OF 
GLASGOW 

Dr. James W. Affleck, F.R.F.P.S., will deliver the James Watson 
Prize Lecture in the Hall of the Faculty (242, St. Vincent Street, 
Glasgow) on Wednesday, Feb..11, at 5 p.m_ The title of the lecture 
is ‘‘ Administrative and Clinical Problems. of Chronic Sickness and 
the Diseases of Later Life.” Medical practitioners are invited to 
attend. : 
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PATENT IN NEW DRUGS 


Mr. Justice Jenkins, in the Chancery Division, delivered a 
reserved judgment in a petition by Boots Pure Drug Com- 
pany, Ltd., for the revocation of letters patent granted to 
May and Baker, Ltd., and Ciba, Ltd., a Swiss company, for 
an invention entitled “ manufacture of new benzine sulphon- 
amido derivatives.” His Lordship also had-before him a 
motion by May and Baker, Ltd., and Ciba, Ltd., for leave to 
amend the complete specification upon which the letters patent 
were granted by substituting for the derivatives mentioned 
“ para-amino-benzine sulphonamido thiazole” and “ —4- 
methyl-thiazole.” The subject-matter of the application was 
a convention patent dated January, 1939, in respect of four 
applications made in Switzerland. 

Mr. Justice Jenkins, in his judgment, after a hearing which 
lasted seventeen days, said the importance of the class of 
chemical compounds falling within the general description of 
benzine sulphonamido derivatives lay in the chemotherapeutic 
value which some of them possessed. The discovery of the 
therapeutic value of sulphanilamide had set many chemists in 
various countries to work on the problem of producing some 
further derivative of the parent substance which would possess 
a wider range of activity and a lower degree of toxicity. The 
ideal, but probably unattainable, goal was a drug which would 
be completely effective against all infections and completely 
innocuous to the patient. 

After reviewing the grounds of objection to the specification 
his Lordship allowed the petition for revocation of the patent. 
On the motion to amend the specification he held that the 
amendments would make the invention, as amended, different 
from the invention claimed by the unamended specification, 
and accordingly they were not such as the Court could allow. 
The motion was therefore refused. 

His Lordship said if there was an appeal the order for 
revocation would be stayed pending judgment in the Court of 
Appeal. 

We understand that the effect of this judgment is to throw 
open not only to Boots but to other firms the production of 
this group of drugs. 
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RETURN OF PLEBISCITE FORMS 


The Plebiscite Forms are flowing in thick and fast. If you 
have not already returned yours, please send it in as soon as 
possible. 


Royal Faculty of Physicians and Surgeons of Glasgow 

At a meeting of the Royal Faculty of Physicians and Surgeons 
of Glasgow held on Jan. 27, with the President, Prof. Geoffrey B. 
Fleming, in the chair, the following resolutions were adopted : 


(1) The Royal Faculty of Physicians and Surgeons views with 
apprehension the failure of the Minister of Health and the Negotia- 
ting Committee of the medical profession to reach agreement and 
urges Parliament to amend\the National Health Service Act and the 
National Health Service (Scotland) Act. The Royal Faculty con- 
siders that if these Acts are implemented in their present form they 
will not operate in the best interests of the public and will 
seriously impair the ultimate quality of medical treatment in this 
country. 

(2) That the above resolution be communicated to the Prime 
Minister, the Leader of the Opposition, and the Press. 


Guy’s Hospital and the Act 

At a meeting of the visiting medical and dental staffs of Guy’s 
Hospital on Jan. 27 it was resolved by those present that, while 
continuing to serve the patients of the hospital, they are not pre- 
pared to accept service under the National Health Service Act until 
it is clear that it commands the confidence of the majority of the 
medical practitioners of the country. 


— is 


St. Bartholomew’s Hospital Resolution 
The following resolution was approved unanimously at a meetin 
of the Medical Council of St. Bartholomew's Hospital : ss 


“The Medical Councii of St. Bartholomew’s Hospital is unani 
mously opposed to the National Health Service Act as at present 
constituted and will not enter into any contract with the Regional 
or Teaching Hospitals Boards under this or an amended Act without 
further discussion in this Council. 

This Resolution is made on the assumption that the whole-time 
officers will continue their work but that they will not enter into the 
field of general practice nor into new contracts as part-time con- 
sultants or specialisis with the Regional or Hospital Boards, even if 
continuing their work involves ac epting new contracts with new 
employing bodies to which they may be automatically transferred. 

The whole-time officers will not take over the wards or duties of 
their part-time colleagues; the members of the staff will continue to 
care for their patients at St. Bartholomew’s Hospital.” 


Westminster Hospital Disapproves 

The medical staff of the Westminster Hospital has met and passed 
a resolution “strongly disapproving of the Act as it stands,” and 
refusing to serve under it until it has been modified and agreement 
reached between the Government and the medical profession as 
whole. 


Voting Last Week 

Very large majorities were recorded in all parts of the country 
against service under the N.H.S. Act as it stands. The honorary 
medical staff of the Kent and Sussex Hospital recommended con- 
sultants and specialists not to serve until agreement had been 
reached with the ‘profession as a whole. The medical staff of the 
Warwick Hospital engaged in private practice met on Jan. 23 and 
decided not to accept service under the Act as it stands. Over the 
week-end a meeting of Norfolk doctors resolved by 78 votes to 1 
not to accept service, and 141 members of the Guildford Division 
of the B.M.A. decided unanimously not to serve. At Liverpool 300 
doctors unanimously passed a resolution expressing confidence in 
the B.M.A.’s leadership and policy. Doctors in the Bexley, Erith, 
Crayford, and Dartford districts of Kent voted unanimously against 
the Service. Croydon Division of the B.M.A. voted 168 against 
the scheme, 7 for it; at Hastings and Bexhill the votifig was 94 to 1. 


Art and Rehabilitation 

Lord Horder will open an exhibition of pictures by patients from 
the mental treatment centre of Hill End Hospital, St. Albans, on 
Wednesday, Feb. 11, at 3 p.m., at Foyle’s Galleries, Charing Cross 
Road, London, W.C., under the title “* Patients’ Paintings—A Path- 
way of Progress.”” A small exhibition on similar lines was held at 
St. Albans last summer and attracted considerable attention. It 
was opened by Mr. Adrian Hill, the artist and author of Art 
versus Illness, which deals with the advantage of painting in the 
rehabilitation of tuberculous patients at a sanatorium. 


Saint Leonard’s Hospital 

Saint Leonard’s Hospital, Shoreditch, is to be allowed to continue 
as a training centre for nurses as a result of the appeal against the 
General Nursing Council, which has been heard by Mr. V. Zachary 
Cope and Miss M. F. Dykes. 


Association of Clinical Pathologists 

The 2Ist anniversary of this Association was celebrated by a dinner 
at the Piccadilly Hotel on Friday, Jan. 30, with the President, 
Dr. Cuthbert E. Dukes, in the chair. The toast, “‘ The Association 
of Clinical Pathologists,’ was proposed by Sir Wilson Jameson, and 
responded to by Dr. Sydney C. Dyke, to whom a commemorative 
medal had been presented on the previous day. Dr. Dyke pointed 
out that the Association, had come into being as a result, of the 
activities of provincial pathologists. The health of the guests was 
proposed by Dr. J. G. Greenfield and replied to by Sir Alexander 
Fleming. Dr. Norah Schuster, speaking for the women members of 
the Association, quoted from an epitaph on a German tombstone, 
which she translated thus: ‘“‘ You may not be goed doctors, but you 
were kind to the women.” 

The Association has established a “‘ Dyke Medal ” to be awarded 
every three years to a distinguished pathologist who will give the 
“Dyke Lecture.” The first award of the medal is to Dr. Dyke 
himself. 


COMING EVENTS 


Socialist Medical Association 

The North-west Middlesex Branch of the Socialist Medical 
Association has arranged a meeting for members and friends on 
Feb. 12 at Wembley Town Hall. Dr. Peter Dupre will speak on 
“The B.M.A. Negotiations.” 
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SOCIETIES AND LECTURES 


Monday 
MepIcaL SociETY OF Lonpon, 11, Chandos Street, Cavendish Square, 
w.—Feb. 9, 8.30 p.m. “ Folic Acid,” Prof. J. F. Wilkinson. 
“The Differential Diagnosis of Tuberculous Cervical Adenitis,” 
Mr. Hamilton Bailey. ‘‘ Potassium Thiocyanate in Hypertension,” 
Dr. Geoffrey Evans. 
RoyaL Society oF Arts, John Adam Street, Adelphi, London, 


Ww.C.—Feb. 9, 4.30 p.m. “‘ Fats in the Life of the Nation,” Cantor, 


Lecture by Sir Jack Drummond, D.Sc., F.R.S. 


Tuesday 


CHELSEA CLINICAL SocieTy.—At South Kensington Hotel, 47, Queen’s 
Gate Terrace, London, S.W., Feb. 10, 7 for 7.30 p.m. ‘“ Some 
Difficulties in the Science of Crime Detection.” Discussion to 
be opened by Dr. C. Keith Simpson. 

INSTITUTE OF DERMATOLOGY, 5, Lisle Street, Leicester Square, 
London, W.C.—Feb. 10, 5 p.m. “ Diseases of the Nails,” by 
Dr. H. Corsi. 

RoyaL COLLEGE OF PHYSICIANS OF LONDON, Pall Mall East, S.W. 
—Feb. 10, 5 p.m. “The Public Health Laboratory Service,” 
Milroy Lecture by Prof. G. S. Wilson. 

UNIVERSITY COLLEGE LONDON: DEPARTMENT OF PHARMACOLOGY, 
Gower Street, W.C.—Feb. 10, 5.15 p.m. “ The Pharmacological 
Chemistry of Enzymes (i),” Mr. F. Bergel. 


Wednesday 
SocieTY OF CHEMICAL INDUSTRY: Foop Group.—At Chemical 
Society’s Rooms, Burlington House, Piccadilly, London, W., 
Feb. 11, 6.30 p.m. “Some Effects of Fumigants upon Foods,” 
Drs. A. B. P. Page and O. F. Lubatti. 


Thursday 

HuNnTERIAN SociETy.—At Grosvenor House, Park Lane, London, W., 
Feb. 12. Annual dinner. 

INSTITUTE OF DERMATOLOGY, 5, Lisle Street, Leicester Square, 
London, W.C. Feb. 12, 5 p.m. “ Psychosomatic Dermatoses,”’ 
by Dr. W. J. O’Donovan. 

RoyAL COLLEGE OF PHySICIANS OF LONDON, Pall Mall East, $.W.— 
Feb. 12, 5 p.m. ‘“ The Public Health Laboratory Service,’ 
Milroy Lecture by Prof. G. S. Wilson. 

RoyaL PHOTOGRAPHIC SOCIETY OF GREAT BRITAIN (SCIENTIFIC AND 
TECHNICAL Group), 16, Prince’s Gate London, S.W.—Feb. 12, 
7 p.m. “ The Importance of Illumination in Photomicrography,”’ 
R. McV. Weston, M.A., F.R.P.S. 

St. GeorGe’s HospitaL MepicaL ScHooLt, Hyde Park Corner, 
S.W.—Feb. 12, 4.30 p.m. Psychiatric lecture-demonstration, 
Dr. D. Curran. 

Friday 

BIOCHEMICAL SociEty.—At Westminster Hospital Medical School, 
17, Horseferry Road, London, S.W., Feb. 13, 2 p.m. Communica- 
tions and demonstrations. 

LEEDS AND West RIDING MEDICO-CHIRURGICAL SocirETy.—At Leeds 
General Infirmary, Feb. 13, 8.30 p.m. ‘“ The Home, the Family 
— and the Hospital in Relation to Child Care,” Prof. W. S. 

raig. 

Lonpon CuHest Hospitat, Victoria Park, E—Feb. 13, 5 p.m. 
“ Acute Respiratory Infections,” Dr. R. Sleigh Johnson. 

RoyaL Mepicav Society, 7, Melbourne Place, Edinburgh.—Feb. 13, 

p.m. “ Princess Charlotte and the Uterine Haemorrhage of 
Pregnancy,” Address by Prof. R. J. Kellar. 

UNIVERSITY COLLEGE LONDON: DEPARTMENT OF PHYSIOLOGY, Gower 
Street, W.C.—Feb. 13, 5 p.m. ‘“ The Evolution of the Surgeon,” 
Dr. E. A. Underwood. 

Saturday 


KENT PaEDjatric Society.—At Farnborough County Hospital, Feb. 
14. Discussion: “ Tuberculosis in Childhood.’ Section I, 11 a.m. 
Symptomatology and Diagnosis,’ Dr. D. G. Madigan; ‘‘ Ortho- 
paedic,” Mr. J. H. Mayer. Section II (open to non-medical persons 
interested in the subject), 2 p.m. ‘ Epidemiology and Prevention,” 
Dr. R. Cruickshank. 











BIRTHS, MARRIAGES, AND DEATHS 


BIRTH 
Shaw.—On Jan. 25, 1948, at the Christopher Nursing Home, Wigan, to Doris 
May née Annett), wife of George Hubert Shaw, M.B., Ch.B., a daughter. 
DEATHS ~ 
Bray.—On Jan. 26, 1948, Frederick Richard Bray, M.R.C.S., L.R.C.P., of Hagg 
Lane, Sandygate, Sheffield, aged 79. 
Hill.—On Jan. 25, 1948, at Oxford, William Hugh Hill, M.D.Ed. 
Howley.—On Jan. 28, 1948, at Sunningdale, Henry Edward Howley, 
L.R.C.P.&S.I. and L.M., Lieutenant-Colonel, R.A.M.C., retired, 
James.—On Jan. 29, 1948, at Southampton Borough Hospital, Henry Walter 
James, M.R.C.S., L.R.C.P. 


Lunham.—On Jan. 28, 1948, in London, John Lumsden Lunham, M.B., B.Ch.. 
F.R.C.S.1., Lieutenant-Colonel, I.M.S., retired, aged 69. 

Prichard.— At Menai Bridge, J. Llewelyn Prichard, M.D., D.P.H., late M.O.H. 
and School Medical Officer, Aberdare, 

Steele—On Jan. 6, 1948, at Geranium Cottage, Reigate, Florence Harriett 
Steele, aged 90. 

White.—On Jan. 27, 1948, Ernest White, L.D.S., MR.C.S., L.R.C.P.. of 17, 
Chesterford Gardens, Hampstead, N.W., and 86, Brook Street, London, W. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Jan. 17. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 

















































































































1948 1947 (Corresponding Week) 
Disease -—— ee PN | “ - 
@ (0/0 @) ©} @ || O|@ © 
Cerebrospinal fever... 47; 3} 13} 2) — 58} 6 31) 2 1 
Deaths oe. | 34a | 2) — | 
Diphtheria 203 21| 59} 19; 9} 256] 18| 78| 40! 10 
Deaths | | col ee i ij —| — 
Dysentery ; 96 4, 37) 2) — W.4 nh oe 
Deaths —|— —_—|— 
Encephalitis lethargica, | | 
acute ie “< 1 — 2;—)};— 1} — —j} — 
Deaths i oa | 1 | | 1 
Erysipelas 55| 12) 7 48, 5 3 
Deaths | | | — 
Infective enteritis or | ; | 
diarrhoea under 2 | : 
years is ik 28) 39 
Deaths ae 49, 5} 15) 6 4 96 13 14) ¢.— 
Measles* sve | 3,304! 240) 899 137| 16] 11,087| 378| 276| 61| 890 
Deathst - - | i= —|— 15} — 1;—| 3 
Ophthalmia neonatorum 39, 5} 13, | — 6} 6 21;)—| 2 
Deaths oe oe | | | | 
Paratyphoid fever... | 4| — |1(B), — | — 6| — |2(By — | — 
en «| eee ae 
Pneumonia, influenzal .. 787, 67 5| 10; 8} 1,223) 73) 53) 13| 6 
Deaths (from influ- L | 
enza)t .. wa] 4 2 om 8s] 13) 23; —| — 
Pneumonia, primary .. |_| 253] 38) | gl 413] 30 
Deaths es . | 468, 50) 9} 9 | 94) 
Polio-encephalitis, acute 2) | | 1] 1 
Deaths Sa ie | | |— | _ 
Poliomyelitis, acute 47} 3) 6 ‘2; — g 2] — | is — 
Deaths§ : . = t —| 
Puerperal fever.. ... | |; 3} it — 2 12| 1 
Deaths ik Slice | | | 
102; 5| 13}—j| 2 ane 


Puerperal pyrexia|| 
Deaths ae 
| | | | + 





Relapsing fever 
Deaths = 





Scarlet fever 


1,754| 109| 377; 24| 49} ° 1,226, 106|276| 22| 29 
Deathst | — 





eres 
Deaths H 





Typhoid fever .. 
Deaths én 





Typhus fever 
Deaths 








| 
| 
| 
Smallpox vss | 
| 
| 
| 


2,343) 160) 46, 49! 7 2,192) 158| 488| 107| 62 
61 | 18) i ae 


Wiseiepeoun” 

ths oe oe oa | | — _ 

Deaths @-1 year). | 415 a rn Ts TT 
| 





Infant mortality rate 
(per 1,000 live births} 


Deaths (excluding still- | 
births) os .. | 5,248] 850) 617) 198! 124] 6,579|/1056) 785) 277| 155 
Annual death rate (per | 
1,000 persons living) 12-8) 12-4) 17-3 
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* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

t from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. . 

tIncludes primary form for England and Wales, London (administrative 
county), and Northern Ireland. M . : 

§ The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 

\| Includes puerperal fever for England and Wales and Eire. 
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EPIDEMIOLOGICAL NOTES 

Poliomyelitis 
Notifications of poliomyelitis for the week ended Jan. 24 
numbered 35 (47) and of polio-encephalitis 3 (3). Figures for 
the previous week are in parentheses. This is the largest fall 
in notifications for some weeks. Multiple cases of polio- 
myelitis were reported from London 4 (3), Chester 2 (4), 
Durham 2 (0), Lancs 5 (4), Lincs (Kesteven) 2 (0), Middlesex 
4 (3), and Yorks (West Riding) 2 (0). 


Pulmonary Tuberculosis in British Zone 
Out of a population of 22,344,800 in the British Zone of 
Germany, according to the Foreign Office, there were 9,376 
deaths from pulmonary tuberculosis during the first nine 
months of 1947. Comparative figures for 1946 and 1947 for 
the various Laender are as follows: 


EPIDEMIOLOGY SECTION 











1947 1946 Population 

Schleswig-Holstein. .._—.. 1073 | 1,011 2,652,500 
es lt 747 836 1,426,900 
Niedersachsen <a 2,494 2,205 6,455,300 
North Rhein/Westphalia | 5062 | 5,170 11,810,100 
sii - 937% | 9,222 22,344,800 


The large number of refugees in Schleswig-Holstein and 
Niedersachsen should be taken into account when consider- 
ing the figures for these two Laender. 


Discussion of Table 


In England and Wales an increase was reported in the 
notifications of scarlet fever 299 and whooping-cough 286 and 
a decrease was recorded for measles 442, acute pneumonia 188, 
dysentery 18, diphtheria 13, and cerebrospimal fever 13. 

The largest increases in the incidence of scarlet fever were 
those of Yorkshire West Riding 66, Warwickshire 45, and 
Lancashire 33. An increase in the notifications of whooping- 
cough was fairly general throughout the country; the largest 
rise was Yorkshire West Riding 40. With the exception of a 
slight rise in London and the eastern counties the incidence of 
measles fell in most areas; the largest declines were Notting- 
hamshire 75, Staffordshire 74, and Kent 65. Notifications of 
acute pneumonia declined in most areas except in London and 
the south-east and south-western counties where the incidence 
remained unchanged. 

The largest fluctuations in the returns of diphtheria were 
an increase of 11 in Birmingham C.B. and a decrease of 10 in 
Lancashire. The notifications of dysentery in Lancashire rose 
from 20 to 30; the only other large centre of infection was 
Glamorganshire 15. 

The notifications of acute poliomyelitis decreased by 5, and 
the largest returns were 4 cases in Cheshire, Devonshire, 
Lancashire, and Sussex. Only four administrative areas had 
2 cases of poliomyelitis: Buckinghamshire, Eton, R.D.; Devon- 
shire, Newton Abbot R.D.; Southampton, Portsmouth C.B. ; 
and. Staffordshire, Burton-upon-Trent C.B. 

In Scotland a decreased incidence was recorded for measles 
445, acute primary pneumonia 76, whooping-cough 18, and 
diphtheria 9, while a rise occurred in the notifications of scarlet 
fever 70 and dysentery 20. The increase in casés of dysentery 
was Mainly due to an outbreak in Aberdeen county and Aber- 
deen city. An increase in. the notifications of scarlet fever was 
general throughout the country. 

In Eire the only changes in the incidence of infectious 
diseases were decreases in the notifications of measles 94 and 
of whooping-cough 12. There was an increase of 5 in the 
notifications of diarrhoea and enteritis. 

In Northern Ireland little change occurred in the trends of 
infectious diseases. 


Births and Deaths during 1947 


The number of live births registered in England and Wales 
during 1947 was 886,633, the highest figure since 1920. This 
represents a birth rate of 20.5 per 1,000, which is 1.4 above the 
value for 1946 and is the highest birth rate since 1921. There 
were 517,622 deaths registered, which is equivalent to a rate 
of 12.0 per 1,000 and 0.5 above the rate for 1946. 


Week Ending January 24 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,847, whooping-cough 
2,547, diphtheria 199, measles, 3,457, acute pneumonia 780, 
cerebrospinal fever 47, acute poliomyelitis 35, dysentery 131, 
paratyphoid 7, typhoid 6. 
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Correspondents should give their riames and addresses (not for 
publication) and include all relevant details in their questions 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Allergy and Immunity in Tuberculosis 


Q.—W hat is the role of allergy in the operation of immunity 
in tuberculosis? How is it possible to render an allergic 
immune into a desensitized immune person? Are sanatorium 
workers who have had manifest pulmonary tuberculosis mote 
liable to contract the disease—as a reinfection, and in a more 
malignant form—than those who have not? What do you 
recommend in such circumstances ? 


A.—The relationship between allergy and immunity jp 
tuberculosis has been the subject of much investigation, and 
it is not possible to consider all its aspects in a short answer. 
A full account will be found in A. RB. Rich’s The Pathogenesis 
of Tuberculosis (Thomas, Springfield, Ill., 1946), to which the 
questioner is referred. 

Reinfection produces an acute exudative reaction which 
rapidly progresses to caseation. Dissemination of the tubercle 
bacilli is delayed, they are reduced in numbers and tend to 
remain localized in the lesion—unlike the primary infection, in 
which there is rapid dissemination of the bacilli to the regional 
lymph glands. Pirquet described this altered reactivity of the 
body as “allergy,” but, although it is associated with cutaneous 
hypersensitivity to tuberculin, it is a much slower and less 
violent process than, for instance, serum hypersensitivity. 
Recent experiments in animals by Rich and his colleagues 
have shown that acquired resistance to tuberculosis can be 
independent of allergy. Infected animals were desensitized by 
repeated doses of tuberculin, and it was found that desensitized 
animals dealt with a subsequent infection more efficiently and 
The reaction of 
the infected and desensitized animal resembled that of an 
animal with a high natural resistance. Subsequent infection 
was accompanied by the minimum amount of inflammation 
and negligible tissue damage. 

When discussing the possible applications of this work to 
human tuberculosis it must be remembered that tuberculosis 
in laboratory animals is vastly different from the same disease 
in man, and it is not possible to compare the two directly. 
Also, the allergic reaction may have some purpose which is 
not yet apparent. Nature is said to do nothing in vain, and 
the reason for the development of tuberculin hypersensitivity 
has not yet been demonstrated satisfactorily. It is possible 
to render a tuberculin-positive individual tuberculin-negative 
by giving suitable repeated doses of tuberculin. How far this 
“ desensitization” affects other organs as well as the skin is 
not known. The administration of tuberculin in sufficient doses 
is fraught with danger because it may cause activation of 
quiescent tuberculous lesions; many laboratory animals died 
in the process of desensitization. 

There is no evidence that tuberculosis workers who have 
had lesions due to either primary infection or reinfection are 
more susceptible to subsequent infection, nor do they develop 
the disease in 2 more malignant form. In fact, the tuberculin- 
positive worker is better protected than the tuberculin-negative 
one. 


Pyelonephritis and Hypertension 


Q.—Could bilateral intrarenal pelves and some degree of 
chronic pyelonephritis on one side be responsible for hyper- 
tension? If so, what curative treatment, if any, is available ? 


A.—Whether the anatomical character and development of 
the renal pelvis have any bearing on the development of hyper- 
tension is very uncertain. In all probability there is no relation 
between the two except that the more gross forms of structural 
abnormality in the kidney predispose to a chronic pyelonephritis 
(urinary infection). There is no doubt at all that unilateral 
chronic pyelonephritis can cause hypertension of any degree of 
severity, and many of the most successful cases of nephrectomy 
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for hypertension have been of this type. _ The great difficulty 
js to be certain that the pyelonephritis is in fact unilateral 
and that the other kidney has not developed arteriolar changes 
which are contributing to the hypertension. If thorough investi- 
gation seems to show unilateral chronic pyelonephritis with a 
normal kidney on the opposite side nephrectomy should be 


performed. 
Treatment of Young Mental Defectives 


Q.—(a) What is the expectation of life in mongol infants, 
and has treatment by irradiation of the hypophysis given any 
good results ig 

(b) Is there any evidence that pituitary extract in any form 
has effected improvement in young mental defectives ? 


A.—{a) The expectation of life of mongol infants depends to 
a considerable extent on whether a congenital heart lesion is 
present and, if so, on the nature of the lesion. However, even 
infants in whom the heart is normal are abnormally susceptible 
to infection, and the majority die before the age of 14. In 
other cases patients reach adult or middle life. There is no 
convincing evidence that irradiation of the hypophysis has given 
any good results. 

(b) There is no evidence that any of the preparations com- 
mercially available at the present time have improved mental 
development. C. E. Benda (Mongolism and Cretinism, 1947) 
has recently suggested that an effective thyrotrophic prepara- 
tion, given alone or followed by thyroid therapy, might be 
expected to cause improvement in mongols, and cites a case 
in which this form of treatment appeared to stimulate bone 
development ; there was, however, no conclusive evidence that 
the mental condition was improved. In the case of mental 
defectives where sexual development is retarded anterior 
pituitary preparations might stimulate sexual maturity, but 
where the mental condition is unimproved this can hardly be 
regarded as an advantage. 


Anaphrodisiacs 


Q.—What is the best drug to depress sexual desire without 
doing undue harm (a) in the male and (b) in the female ? 


A.—There are no drugs which are satisfactory for this pur- 
pose. Bromides and phenobarbitone might be of some value. 
but would have to be given continuously and in a dose large 
enough to have other depressant effects. The more rational 
approach, and one which is more likely to be successful, is for 
the individuals, male or female, to occupy their time fully with 
other activities. Physical and mental tiredness and preoccupa- 
tion with other interests are conducive to loss of sex appetite. 


Infantile Tetany 


Q.—Could you suggest a treatment for infantile tetany in 
a baby 5 months old? The mother has been subject to latent 
tetany before and during pregnancy. The child was bottle-fed 
from birth and developed laryngeal and bronchial spasms in a 
few weeks, and also occasional -carpopedal spasms. The symp- 
toms are never alarming, but they persist. Calcium chloride, 
4-5 g. daily in 10% solution, proved of value, but as soon as 
it is withdrawn the symptoms reappear. Is there any contra- 
indication to the prolonged use of calcium chloride? Calcium 
lactate given in massive doses has been of no avail. The child 
is also getting vitamins A and D daily. Would you give 
calciferol instead? If so, what dosage would be appropriate 
for that age? Owing to laboratory difficulties in this part of 
— it has not been possible to ascertain the blood-calcium 
evel. 


A.—tThis unfortunately appears to be a case in which bio- 
chemicai investigation is essential if treatment is to be based 
on more than guesswork. No mention is made of any clinical 
or radiological evidence of rickets, and if this is absent it is 
probable that the tetany is due to some other cause than lack 
of vitamin D—e.g., hypoparathyroidism or alkalosis. The fact 
that symptoms were consistently relieved by calcium chloride, 
but not by calcium lactate given over presumably a long period, 
suggests alkalosis as a more likely cause. Unless calcium 
chloride causes gastro-intestinal upset, the only danger of pro- 
longed administration is likely to be the production of an 
acidosis. If any evidence of rickets is present it would be 
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advisable to give three teaspoonfuls of pure cod-liver oil 
daily, together with calcium lactate in preference to calciferol. 
Although cases of vitamin-D-resistant rickets (with or without 
tetany) do occur, they are extremely rare ; if synthetic products 
are used in large amount without adequate proof of vitamin-D 
resistance there is a real danger of overdosage. 


Pigmentation of Skin 


Q.—A woman aged 44 has had lupus of the face since 1923. 
Injections of bismuth and quinine and various ray treatments 
have left a butterfly area of thin skin. Nine months ago dark- 
brown lines appeared across the butterfly area, and the lower- 
jaw line on both sides is pigmented the same colour. This 
gives her an unwashed appearance. Is there any way of 
removing this discoloration ? - 


A.—It is presumed that the condition was lupus erythema- 
tosus. The pigmentation, being of recent origin and affecting 
parts not touched by the original disease, is probably unrelated 
to the disease or its treatment. It may be the affection of 
poikilodermia, described by Civatte and seen occasionally in 
women at the time of the menopause. This condition may 
respond to oestrogen therapy, but in any case it clears in about 
five years. A similar toxic melanodermia is seen from the use of 
creams or the ingestion of fats or from tar products. No active 
local treatment is suggested. The affection can be masked by 
suitable cosmetics. 


Disinfection of Ambulance after Removal of Infectious Case 


Q.—Some local health authorities are recommended to make 
use of the ambulance which deals with the general work of the 
district for removal of infectious cases. In the past this has 
been contrary to the ruling of the St. John Ambulance Associa- 
tion. Is it free from all risk to use this ambulance indiscrimi- 
nately provided it is disinfected after conveying an infectious 
case, or should a special van be allocated to deal with notifiable 
infectious diseases ? 


A.—The use of the same ambulance for the conveyance of 
infectious and other cases may be safely recommended provided 
proper precautions are taken to disinfect the ambulance after 
removal of an infectious case. A patient with a notifiable 
infectious disease who is being removed from his home is 
usually wrapped in blankets brought from the hospital, so 
that any discharges from throat, nose, etc., are likely to 
contaminate the blankets rather than the stretcher or any other 
part of the ambulance. After the patient has been removed in 
his blankets, the inside of the ambulance is thoroughly dis- 
infected either with formalin spray or with a phenolic disinfec- 
tant. For cases of smallpox, where the infectivity is very high, 
a special ambulance attached to the smallpox hospital is used. 


Recovery following Heartblock 


Q.—Four years ago a woman of 87 was found to be suffer- 
ing from heartblock, with a rate of 17 per minute. A few — 
months ago the rate rose to 37, and is now 67 to 74 per minute. 
There is a soft mitral systolic murmur, and the pulse is of 
reasonably good quality. Is it not extraordinary that anyone 
of so great an age should develop a normal pulse after at least 
four years of heartblock ? 


A.—-The bundle of His receives its* blood supply from 
branches of both the anterior (left) and posterior (right) coro- 
nary arteries, and deprivation of one or other of these sources 
can lead to complete heartblock. It has been shown that 
obstruction in one or other system may be remedied by the 
growth of new anastomotic channels from the other, and this 
process has recently been described in detail by Laubry in 
a communication to the Section of Cardiology at the Inter- 
national Conference of Physicians. Heartblock in the elderly 
is almost always due to ischaemia, and it is probable that 
in the case described the bundle was deprived of one of its 
sources of blood supply so that complete block developed. 
The formation of new anastomotic channels might in due 
course provide a blood supply sufficient to restore the func- 
tion of the bundle. It is true that four years is a long time 
for complete block to last, but it is hard to imagine any other 
explanation of the phenomenon. 
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Effect of Phenobarbitone 


Q.—What would be the effect of the regular use of, say, 
1 gr. (65 mg.) of phenobarbitone soluble a day? Would it 
have any effect upon a pregnant woman and the child ? 


A.—In most persons the regular use of 1 gr. of soluble 
phenobarbitone daily would have no ill effect beyond pro- 
ducing a certain heaviness. There is, however, much variation 
in different individuals, and since it is very slowly excreted it is 
important to look out for signs of accumulation. Soluble 
barbitone passes from the maternal blood to the foetus, and, 
though a dose of-1 gr. daily to the mother is certainly small, 
it ought not to be assumed that if given for many weeks it 
would have no harmful effect on the baby. The probability 
that it would do harm is slight, and this must be weighed 
against the benefit which might accrue to the mother in other 
directions. 


Xerostomia 


Q.—A woman aged 60 has suffered from partial dryness of 
the mouth for about ten years. For the past four months the 
dryness has been complete ; eating and speaking are now almost 
impossible. She has a moderate degree of hypertension but a 
normal blood picture. Dilute hydrochloric acid with meals and 
large doses of vitamins A, B, C, and D have had no effect. 
What is the cause, and can you suggest treatment ? 


A.—tThe description of this patient suggests a diagnosis of 
Sjégren’s syndrome—a condition of unknown cause most 
frequently seen in elderly women, in which dryness of the 
mouth and pharynx is associated with keratoconjunctivitis sicca 
and loss of hair. It would be interesting to know whether there 
is evidence of the two latter changes in this instance. Treat- 
ment is unsatisfactory, both in Sjégren’s syndrome and in other 
types of xerostomia. Large doses of vitamin A (30,000 to 
40,000 units daily) have been advocated, but it must be admitted 
that they usually have little effect. It is often necessary for the 
patient to take a fluid or semi-solid diet, while some of the 
discomfort can be allayed by frequent mouthwashes. 


Stilboestrol and Mastitis in the Male 


Q.—Does stilboestrol cause mastitis in the male? A man 
aged 73 developed bilateral mastitis after a fortnight’s treat- 
ment with stilboestrol for prostate trouble. The drug was 
immediately discontinued, but the condition persists after two 
months. 


A.—Yes, painful enlargement of the breasts is a complication 
of the stilboestrol treatment for carcinoma of the prostate. The 
condition usually subsides if treatment is withdrawn. Gynaeco- 
mastia also occurs with atrophy of the testes, or with destruc- 
tion of the liver by cirrhosis or neoplasm. Possibly one or 
other of these features is present in this case. If the prostatic 
trouble is non-malignant, testosterone might help the mastitis, 
but would be contraindicated with carcinoma of the prostate, 
defeating the object of the original treatment with stilboestrol. 


“ Semi-hypertrophy ” 


Q.—in a female baby aged 5 months the left leg is uniformly 
fatter, but not longer, than the right. The increase in circumfer- 
ence at mid-calf and mid-thigh is in the neighbourhood of 3/4 
to 1 in. U9 to 2.5 cm.). The lower half of the body has 
slightly more fat than the upper half. Radiography shows 
that the bones and muscles of both sides are equal. The baby 
has been seen by a paediatrician, an orthopaedic surgeon, and 
an endocrinologist, none of whom offered any rational explana- 
tion or suggestion for treatment. 


A.—Various minor degrees of asymmetry of the body are 
not uncommon, and such a term as “semi-hypertrophy” is 
used: to denote this condition if, as in the case cited, it is at all 
obvious. It is necessary to exclude any deep-seated naevoid 
condition ; this would be indicated by a warmer feel to the 
limb and probably some discoloration. In general the differ- 
ences become less obvious as the child grows. An embryo- 
logical explanation could possibly be offered; there is no 
treatment. 


NOTES AND COMMENTS 


Intractable Tinnitus.—Mr. N. L. Rowe, H.D.D., writes from the 
Plastic and Jaw Unit, Hill End E.M.S. Hospital, St. Albans, Herts: 
May I be permitted to make a further observation on the Question: 
and Answer (Jan. 3, p. 34) about “Intractable Tinnitus” ? Two 
factors appear to have been overlooked which may possibly throw 
some light on the aetiology of the case under discussion. [Ip 
the first place the presence of unerupted teeth may occasionally give 
rise to reflex irritation which need not necessarily manifest itself as 
a neuralgia—as, for example, the occurrence of blepharospasm asso. 
ciated with unerupted maxillary or mandibular third molars. In this 
case the unerupted upper left canine may, by pressing on the greater 
palatine nerve, a branch of the spheno-palatine ganglion, be setting 
up an irritation of the fifth cranial nerve. In this connexion it js 
worth recalling that the tensor tympani muscle is supplied by the 
motor division of the trigeminal nerve via the otic ganglion, which 
itself sends a communicating twig to the nerve of the pterygoid 
canal on its way to the spheno-palatine ganglion previously men- 
tioned. A communication also exists with the tympanic plexus via 
the lesser superficial petrosal nerve. I can recall a case of paralysis 
of the motor division of the ‘trigeminal nerve due to poliomyelitis 
in which there was tinnitus and impairment of hearing on the same 
side. In the second place no mention has been made of Costen’s 
syndrome, a term used to denote certain symptoms associated with 
dysfunction of the temporo-mandibular joint caused by loss of molar 
support, resulting in the backward displacement of the condylar 
head on to the tympanic portion of the glenoid fossa (Costen, J. B,, 
Ann. Otol., etc., St. Louis, 1934, 43, 1). ; 

Among such symptoms as trismus, glossodynia, neuralgia, and 
reflex effects which have been observed tinnitus occupies a 
prominent place. This has been stated to be due to relaxation of 
the soft tissues surrounding the Eustachian tube, notably the ptery- 
goideus lateralis and the tensor palati muscles, and although the 
tube may be patent, as stated in your correspondent’s case, this,4was 
presumably upon insufflation and would readily collapse again. 
Retroposition of the condylar head may cause pressure on the 
auriculo-temporal branch of the trigeminal nerve, and _ possibly 
reflex irritation in this manner, via the otic ganglion, of the nerve to 
the tensor tympani; or compression of the chorda tympani emerging 
from the petrotympanic fissure of the glenoid fossa may produce 
remote effects in its course across the tympanum, although this 
compression is usually productive of the glossodynia frequently 
associated with these cases. 

Although no indication of the dental condition, apart from free- 
dom from sepsis as shown by radiographic examination, is available 
in your correspondent’s letter, his age (50) is suggestive of the possi- 
bility of overclosure of the mandible due to attrition, loss of molar 
support, or resorption of the alveolar ridges, which amounts to 
overclosure if a prosthesis is worn. Aggravation of the symptoms 
upon waking as stated by him can be visualized as due to removal 
of partial dentures at night, or grinding of the teeth during sleep, 
with the train of events previously enumerated. At all events, 
removal of the unerupted canine and investigation into the vertical 
dimension of the bite would appear to be worth while before 
designating the condition as “ intractable tinnitus.” 


Thoraco-Lumbar Splanchnicectomy.—Mr. H. A. Haxton (Man- 
chester) writes: I was interested to see (Jan. 10, p. 86) that Mr. F. E. 
Stock now uses an extended Fey incision in this operation, for I also 
applied it some 18 months ago. The removal of the lumbar part of 
the sympathetic chain is easier by this approach than by the usual 
Smithwick procedure, but there is, in my opinion, a greater risk of 
tearing the pleura. On the whole, there is little to choose between 
the two approaches. 

Corrections 

In our report of a conference arranged by the National Associa- 
tion for Mental Health (Jan. 24, p. 160) the remarks attributed to 
“ Alderman G. R. Spruit GHull)” were actually made by Alderman 
R. E. Smith, who attended as chairman of the Health Committee of 
Kingston-upon-Hull. 


The name of Mr. A. K. Henry was misspelt in the letter from. 


Prof. G. Grey Turner in our issue of Jan. 24 (page 173). 
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